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CKADTKK  I. 

INTltODUCTUUV — METHODS  OE  DIAGNOSIS.^ 

Theke  i.s  110  doubt  ci  tendency  on  the  part  of  every  teaclier  to  over- 
estimate tlie  importance  of  that  particular  department  of  medical  science 
with  which  he  has  to  do.  But  bearing  in  mind  that  tendency,  I can  with 
confidence  aftirm  that  there  is  no  subject  which  is  of  more  importance 
to  you  than  that,  the  study  of  'which  we  commence  to-day. 

Ill  the  capacity  of  general  practitioners,  that  honourable  career  to 
wliich  most  of  you  will  probably  devote  your  lives,  you  will  have  to 
practice  all  branches  of  the  profession,  but  the  majority — the  great 
majority — of  your  patients  will  lie  sulfering  from  medical  diseases. 
Obviously,  therefore,  it  is  of  the  greatest  importance,  both  for  your  own 
success,  and  also  for  the  welfare  of  tlie  public,  that  you  should  enter 
into  practice  with  a sound  knowledge  of  medicine,  and  with  the  confi- 
dent assurance  that  you  feel  yourselves  able  both  to  recognise  and 
to  treat  medical  cases. 

But  to  acquire  even  a moderate  knowledge  of  the  medicine  of  to- 
day is  no  trivial  undertaking.  The  subject  is  of  vast  extent — it  is 
probably  the  largest  in  the  whole  curriculum — it  is  ever  changing 
and  continually  and  rapidly  increasing.  The  preliminary  difficulties 
which  tlie  student  has  to  overcome  in  making  himself  familiar  with 
the  mere  methods  of  clinical  investigation,  are  much  greater  in  the 
case  of  medicine  than  in  the  case  of  surgery.  The  surgeon  has  to 
deal  chiefly  with  external  parts,  and  is  able  to  employ  sight  and  touch 
as  his  most  important  means  of  clinical  investigation.  The  physician, 
on  the  other  hand,  is  more  particidarly  concerned  with  the  internal 
organs.  He  has  sometimes  to  fall  back  upon  more  elaborate  means  of 
investigation,  and  has  not  unfrequently  to  rely  upon  hearing  as  his  chief 
aid  to  diagnosis ; and,  as  you  will  soon  find,  it  is  very  much  more  diffi- 
cult to  train  the  ear  and  to  learn  to  appreciate  fine  modifications  of 
sounds,  than  to  educate  the  senses  of  sight  and  touch.  Add  to  these 
circumstances  the  fact,  that  the  portion  of  the  curriculum  which  i^  at 

‘ Being  an  introductory  lecture  to  the  Author’s  Suninier  Course  of  Practical  Medicine 
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]D'eseiit  devoted  to  medici/ie  (clinical  and  systematic)  is  far  too  short, 
and  T think  I have  said  enongh  to  show  yon  that  you  have  no  light 
task  before  you.  It  is  essential,  therefore,  that  you  should  lay  down 
tor  yourselves  a M'ell  considered  plan  of  .study  ; and  that  you  should 
^PP^y  .yourselves  to  the  work  with  the  diligence  and  perseverance 
which  have  always  cliaracterised  the  students  of  tins  great  school,  and 
which  are  specially  characteristic  of  the  Kdinhurgh  student  of  to-day. 
And  this  leads  me  to  speak  of  the  circumstance  wliich  induced  me 
to  give  this  course  of  lectures,  and  of  the  kind  of  instruction  which 
you  will  derive  trom  it.  I well  reniemlier  the  feeling  of  bewilderment 
and  uncertainty  with  which  T commenced  the  study  of  medicine 
(medicine  as  distinguished  tVoni  surgery)  in  the  wards  of  our  Royal 
Infirmary,  now  a considerable  time  am) ; and  although  1 had  the  in- 
estimable  advantage  of  attending  the  diniejiu.c  of  one  of  the  most  dis- 
tinguished clinical  teachers  of  that  day — I refer  to  the  late  Professor 
Sanders— it  was  some  time  before  I could  fully  profit  by  his  instruction. 
I often  thought,  at  that  time,  how  useful  to  me  a course  of  medicine, 
such  as  1 propose  to  give  you  during  the  present  session,  would  have 
been.  On  coming  back  to  Edinburgh,  I put  my  student  notion  into 
practice,  and  I am  glad  to  know,  from  the  large  number  of  students 
who  are  present  here  to-day,  that  the  course  is  appreciated  by  yon. 
Let  me  add,  that  no  effort  on  my  part  shall  be  wanting  to  make  the 
lectures  a thorough  and  complete  success.  It  is  a serious  thing  to  be  a 
teacher,  and  as  each  year  comes  round,  I feel  more  deeply  sensible  of 
my  responsibility.  The  primary  object  of  a teacher  of  medicine  is,  of 
course,  to  impart  sound  instruction  to  his  students,  to  convey  to  them 
such  knowledge  as  vdll  be  of  real  use  to  them  in  their  future  career  as 
practitioners  of  medicine,  not  forgetting  altogether^ — though  this,  in  my 
opinion,  is  a matter  of  very  secondary  importance,  for  1 consider  that  the 
grand  subject  of  medicine  is  prostituted,  if  lectures  are  allowed  to  de- 
generate into  a mere  ‘ cram  ’ course — their  present  needs  and  the  require- 
ments of  the  Examining  Bodies.  But  while  this  is  his  main  object,  that 
teacher  would,  in  my  opinion,  fail  in  his  duty  to  his  profession,  and  would 
fall  far  short  of  what  my  ideal  of  a teacher  ought  to  be,  who  did  not 
endeavour,  both  by  precept  and  example,  to  arouse  the  enthusiasm  of  his 
students,  and  to  send  them  forth  into  the  world,  not  only  able,  but 
ardently  desirous  of  making  original  observations,  and  of  adding  to  the 
common  stock  of  knowledge.  I earnestly  hope  that  I may  succeed  in 
arousing  ijour  enthusiasm,  that  I may  number  among  my  class  some,  at 
least,  who  will  attain  to  future  distinction,  and  that  all  of  you  may  look 
back  upon  this  course  of  lectures  as  not  the  least  profitable  and  pleasur- 
able part  of  your  curricula. 
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Plan  and  Scope  of  the  Course. — Tlie  instnictioii  I propose  to 
give  you  will  be  as  practical  as  possible,  and  will  relate  more  to  the 
diagnosis  than  to  the  treatment  of’  disease. 

I shall,  in  the  first  place,  de.scribe  to  you  the  method  of  investigating 
and  recording  medical  cases f Casc-fakinrj  and  CaHC-recording).  1 will  next 
consider  the  important  subject  of  the  body  heat  or  temperature  ( Medical 
Thermometry).  I will  then  take  up  the  examination  of  the  various  sys- 
tems and  organs  in  detail.  In  treating  this  part  of  the  subject,  I will : — 

(1)  Briefly  recall  to  your  memories  the  medical  anatomy  and  the 
physiology  of  the  organ  under  consideration. 

(2)  Describe  the  clinical  methods  by  which  we  ascertain  the  condi- 
tion of  that  organ,  giving  you  a detailed  description  of  tlie  instruments 
employed  in  the  investigation  of  medical  cases,  their  mode  of  application, 
and  the  information  to  be  derived  from  their  u.se. 

(3)  I’oint  out  the  normal  ])hysical  signs,  i.e.  the  signs  appreciable 
to  the  senises  (unaided  and  aided)  of  the  physician,  which  result  from 
the  physical  condition  of  the  organ  in  its  healthy  state. 

(4)  Consider  the  pathological  physical  signs,  i.e.  the  signs  M'hich 
result  from  the  physical  condition  of  the  organ  when  diseased. 

(5)  Detail  the  more  important  abnormal  sensations  or  .symptoms,  which 
the  patient  feels  as  the  result  of  such  pathological  conditions,  taking  care 
to  explain,  whenever  it  is  possible,  the  relationshij)  of  the  symptoms  to 
the  lesion,  i.e.  the  manner  in  which  the  lesion  produces  the  .symptom.s. 

(6)  Tell  you  how  the  different  di.sorders  and  lesions  are  to  be  di.s- 
tinguished  (Diarjnosis  and  Differential  Diaejnoms).  This  will  constitute 
a considerable,  and  an  important  part  of  the  course. 

If  time  permits,  T will  (7)  indicate  the  points  to  which  attention 
is  to  be  directed  in  forming  the  prognosis ; and  (8)  enumerate  the  chief 
indications  for  treatment. 

A course  of  lectures  of  this  de.scription  would  be  very  incompleteM'ith- 
out  practical  instruction.  I shall  therefore  divide  the  chnss  into  small 
sections  for  practical  tutoriahwork  ; and  will  in  this  manner  give  you  the 
opportunityof  making  yourselves  practically  familiar  with  the  methodsof 
investigation,  and  with  the  different  instruments  used  inclinical  research. 

Importance  of  Practical  Knowledg'e. — The  kind  of  knowledge 
which  I shall  do  my  best  to  communicate  to  you  in  this  course  of 
lectures  is,  in  my  opinion,  of  the  first  importance  to  the  student.  As  I 
have  already  said,  medicine  is  a vast  subject,  and  it  is  fpiite  impossible 
for  any  of  you  to  hope  to  master  (i.e.  to  get  a real,  sound,  and  personal 
knowledge  of)  all  the  details  of  individual  diseases  during  the  brief 
period  of  the  curriculum.  The  time  has,  I think,  now  come  either  for 
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exteiuliiig  Llic  periud  ul' study — an  c.xtra  year  devoted  to  the  tiiial  sub- 
jects M'ould  1)0  highly  advantageous — or,  if  that  cannot  be  done,  it  would 
be  better,  I think,  to  limit  the  subjects  rc([uired  for  the  purposes  of 
examination — more  especially  some  of  the  preliminary  subjects — and 
to  demand  a thorough  knovdedge  of  the  great  principles  of  medicine, 
and  of  all  the  common  and  important  medical  affections,  rather  than  an 
imperfect  smattering  and  ‘cram’  knowledge  of  the  M'hole. 

While,  therefore,  I am  of  oj)inion  that  too  much  detailed  knowledge 
of  rare  and  obscure  aflections  should  not  be  required  for  the  purposes 
of  a pass  exaiid nation,  I think,  and  think  most  strongly,  that  no  student 
should  be  allowed  to  enter  practice  who  is  not  thoroughly  versed  in  the 
details  of  clinical  investigation  and  of  clinical  Mmrk,  and  who  is  not 
practically  familiar  with  all  the  more  important  instruments,  such  as 
the  laryngoscope,  the  ophthalmoscope,  the  electric  battery,  etc.,  which 
are  used  in  medical  research.  Unless  you  acquire  this  sort  of  know- 
ledge during  your  student  days,  you  wdll  probably  never  acquire  it;  and 
unless  you  possess  this  knowledge,  you  vdll  not  be  so  well  fitted,  as  you 
otherwise  would  be,  to  add  to  the  science  and  progress  of  medicine. 
8ome  of  you  may  perhaps  say,  ‘but  we  intend  to  be  general  practitioners, 
and  what  opportunity  shall  we  have  of  making  original  observations.’ 
llelieve  me — and  I speak  from  some  years’  active  experience  as  a general 
practitioner — your  opportunities  will  be  great.  To  mention  one  point 
only,  the  general  practitioner  sees  disease  from  its  commencement,  he 
lias,  consequently,  better  o])portunities  of  ascertaining  its  causation  than 
the  hospital  physician,  to  whom  cases  are  brought  in  their  later  and 
more  developed  stages.  Hence  the  general  practitioner  is  much  more 
likely  to  discover  the  means  by  which  diseases  can  be  prevented,  and 
I need  not  tell  you  that  ‘ prevention  is  better  than  cure.’  If  you  enter 
into  practice  with  the  desire  and  determination  to  observe  and  record 
clinical  facts  you  will  find  your  work  a pleasure,  you  will  treat  your 
patients  much  more  satisfactorily,  and  you  will  get  reputation  and  prac- 
tice more  quickly  than  if  you  looked  upon  your  profession  as  a mere 
business  and  matter  of  routine. 

Importance  of  a full  and  accurate  Diag-nosis. — Xow,  the  great 
object  of  the  physician  is  to  cure  disease,  or  if,  as  unfortunately  too 
often  happens,  that  be  impossible,  to  relieve  suffering  and  to  prolong  life. 
Treatment  is  therefore  the  point  which  we  must  always  keep  in  view. 

In  order  that  our  treatment  may  be  rational  and  scientific,  it  is  neces- 
sary in  the  first  place  to  ascertain  exactly,  or  as  exactly  as  the  present 
state  of  medical  science  wdll  allow,  the  morbid  condition  or  conditions 
which  are  present ; in  other  words,  to  make  a full  and  exact  diagnosis. 
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A diagnosis  is  not  a mere  guess,  but  is  a logical  conclusion  hasecl  wpon 
the  facts  of  the  case.  In  making  a diagnosis,  oiir  aim  should  be,  not 
merely  to  give  a name  to  the  disease,  but  to  take  into  account  the  special 
features  vdiich  it  presents  in  tlie  individual  case  under  observation,  to 
ascertain,  if  possible,  the  exact  cliaracter  and  extent  of  the  lesion — for 
it  is  only  after  we  liave  got  tins  information  that  we  ai‘e  in  a position 
to  treat  the  affection  satisfactorily  and  to  judge  of  its  probable  duration 
and  course. 

The  mere  naming  of  the  disease  is,  as  a rule,  an  easy  matter.  8ome- 
time.s,  however,  even  that  is  impossible,  owing  to  tlie  facts  that  in  .some 
cases  the  grounds  for  forming  an  opinion  are  insufficient  (the  symptoms 
and  })hysical  signs  are  imperfectly  developed) ; and  that  there  are  pro- 
bably some  diseases  whose  clinical  features  are  as  yet  unknown.  I can 
give  you  no  better  illustration  of  the  fact  that  the  mere  naming  of  the 
disease  is  not  a diagnosis,  than  by  referring  to  the  term  ‘ heart  disease,’ 
which  is  so  frequently  used  both  by  the  laity  and  also  by  the  profession. 
Under  this  name  are  grouped  many  different  conditions,  and  many 
different  degrees  of  the  same  affection.  Some  forms  of  ‘ heart  disease  ’ 
are  of  the  gravest  po.ssible  significance ; others  may  continue  for  yeans, 
but  are  apt  to  terminate  in  sudden  death  ; others,  again  (and  in  this 
class  we  meet  with  cases  in  which  the  heart’s  action  may  be  markedly 
deranged,  and  in  which  the  sounds  may  be  replaced  by  murmurs),  are 
of  comparatively  trivial  importance,  some  of  them  having  no  tendency 
to  cause  sudden  death  or  to  materially  shorten  life,  and  others  being 
readily  amenable  to  treatment.  To  include  all  these  different  condition.s 
under  a common  term,  which  to  both  the  lay  and  to  the  professional 
mind  is  of  very  serious  .significance,  and  to  diagnose  them  all  as  ‘ heart 
disease,’  is  obviously  highly  unscientific  and  improper.  In  making  a 
diagnosis  in  such  cases,  the  physician  endeavours  to  determine  whether 
the  cardiac  derangement  is  organic  or  functional ; and  if  it  be  organic, 
the  exact  character  and  extent  of  the  lesion. 

To  correctly  appreciate  the  special  features  of  any  given  case,  and  to 
gauge  the  extent  and  tendencies  of  the  morbid  process,  is  much  more 
difficult,  and  demands  the  highest  skill  of  the  experienced  practitioner. 
In  order  to  arrive  at  a correct  conclusion  on  this  ])oint,  it  is  necessary  to 
be  well  acquainted  with  tlie  characterswhich  the  disease  usually  presents, 
and  to  take  into  account  not  only  the  special  features  which  are  mani- 
fested in  the  individual  case  under  observation,  but  also  the  constitu- 
tional peculiarities,  and  the  pathological  tendencies  of  the  patient,  it 
is  impo.ssible  to  insist  too  strongly  upon  the  importance  of  studying  the 
individual  characteristics  and  peculiarities  of  each  and  every  patient 
who  comes  under  observation.  Students,  whose  knowledge  of  disease 
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nuLst  necessarily  l)e  in  great  part  gained  by  listening  to  systematic 
lectures  and  reading  systematic  text-books,  are  very  apt  to  ignore  the 
])ersonal  element  or  ‘personal  ec^uation’  as  it  has  been  fitly  termed, 
and  to  regard  their  patients  as  so  many  cases  of  this  or  that  disease 
(])neumonia,  typhoid,  mitral  regurgitation,  for  example),  rather  than  as 
separate  individuals,  each  with  his  special  tissue  and  constitutional 
peculiarities,  to  which,  so  to  speak,  the  disease  is  engrafted  or  superadded. 
The  fallacy  of  such  a mode  of  looking  at  disease  becomes  obvious  enough 
\vheii  one  gets  into  practice,  and  is,  to  some  extent  counterbalanced  by 
clinical  teaching,  but  it  is  necessary  to  emphasise  it.  The  systematic 
lecturer  and  systematic  writer  niirst  necessarily  describe  types  of  disease, 
rather  than  individual  cases,  and  in  order  to  be  clear  and  intelligible, 
he  must  of  necessity  draw  in  his  outlines  sharply  and  clearly ; a very 
little  ])ractical  experience  will  show  you  that  the  hard  and  fast  lines  of 
the  ty])e  pictures  are  being  constantly  departed  from.  Let  me  beg  of 
you,  then,  to  study  the  individual  characteristics  and  peculiarities  of 
your  patients,  and,  while  sparing  no  pains  to  make  yourselves  well 
accpiainted  with  the  type  pictures  which  systematic  teachers  and  lec- 
turers describe,  to  study  disease  as  it  occurs  in  nature.  It  is  only  by  the 
unwearied  observation  of  disease  at  the  bedside,  and  the  study  of  the 
special  features  of  each  individiual  case,  by  looking,  in  fact,  not  only  at 
the  lesion,  but  also  at  the  individual  affected  by  that  lesion,  that  you 
can  hope  to  acquire  that  broad  and  comprehensive  grasp,  without  which 
no  one  can  be  a truly  good  practitioner.  It  may  be  impossible,  owing 
to  the  very  nature  of  the  case,  even  for  the  most  experienced  and  accom- 
plished physical!  to  make  an  ideal  diagnosis,  of  the  sort  I have  just 
indicated,  in  every  case,  but  a minute  and  exact  diagnosis  should  always 
be  aimed  at.  In  support  of  this  proposition,  I cannot  do  better  than 
quote  to  you  what  Dr  Gowers  says  in  speaking  of  the  diagnosis  of  the 
diseases  of  the  spinal  cord.  He  writes : — ‘ A tendency  is  sometimes 
observed  among  many  members  of  the  profession  to  undervalue  diag- 
nosis. Our  business  is  to  cure  disease,  as  far  as  we  are  able,  and  a fear 
has  been  expressed  lest  our  study  of  exactness  in  diagnosis  should  be 
at  the  exqjense  of  precision  in  treatment.’  ‘ It  matters  little,’  it  has 
been  said,  ‘ whether  your  diagnosis  of  a diseased  condition  is  minutely 
exact,  if  you  are  able  to  cure  it.’  This  is  true,  but  a very  superiicial 
study  of  practical  medicine  will  show  that  much  diagnosis,  which  is  of 
no  direct  avail  for  treatment,  is  essential  for  the  diagnosis  wliich  enables 
us  to  treat  successfully.  Of  all  organs  there  are  some  diseases  for  which 
we  can  do  little,  there  are  others  for  which  we  can  do  much  ; but  unless 
we  are  able  accurately  to  distinguish  the  diseases  of  each  class,  we  sliall 
be  unable  to  apply  our  skill  where  it  will  be  effective.  Moreover,  there 
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live  e.Kaiii])les  of  tho  same  luriii  of  disease,  in  some  of  which  the  diagnosis 
is  easy,  in  others  most  ilitlicnlt.  The  diagnostic  knowledge  which  is 
superfluous  in  one  case,  is  essential  in  another.’^ 

The  Basis  of  a correct  Diag’nosis. — I hope  I have  now  imjjiessed 
yon  with  the  idea,  that  you  should  in  all  cases  do  your  best  to  make  a 
full  and  e.xact  diagnosis.  Now, in  order  to  attain  this  end  it  is  necessary 

1.  T’o  have  a sutticiency  of  facts. 

2.  To  have  the  facts  ctwrectly  observed  and  noted. 

3.  To  give  due  weight  to  the  individual  facts,  and  U>  the  manner  in 
which  they  aregrouped, and  to  draw  the  logicalconclusion  therefrom. 

The  fads  uf  the  case  include — 

(1)  Certain  preliminari/  partieiilars,  vi/..,  the  age,  se.v,  occujtation,  etc., 

of  the  patient. 

(2)  'The  prerio as  histur// — 

(«)  Of  the  ])i'esent  attack. 

(/>)  Uf  the  ]>atient’s  former  health. 

(c)  ^Vs  to  his  social  surruuiuling,  habits,  etc. 

((/)  As  to  his  hereilitary  tendencies  (the  family  history). 

(3)  Thesy//<^^/owv/.r.,themorbidsensationse.\perienceil  by the])atient. 

(4)  'The  faets  ohservet/  hi/  the  phi/sieian,  including  the  objective  syni])- 
toms  and  the  j)hysical  signs. 

The  correct  observation  of  the  facts  of  the  case. — In  my  ne.xt 
lecture  I shall  speak  in  detail  of  the  manner  in  which  the  facts  of  the 
case  are  to  be  elicited  (case-taking),  but  1 may  mention  here,  that  the 
particulars  on  which  the  diagnosis  is  founded  are  derived  l>artly,  from 
the  statements  of  the  ])atient  (the  oral  examination,  as  1 am  in  the 
habit  of  terming  it);  and  ]»artly,  from  the  direct  observation  of  the 
physician  himself  {{\ai  physieal  examination).  ISoth  methods  are  diffi- 
cult to  learn,  and  it  is  only  after  considerable  ])ractice  and  exjterience 
that  you  can  hope,  to  observe  and  note  the  facts  correctly. 

' ‘ The  Diagnosis  of  Diseases  of  tlie  Spinal  Cord,’  p.  I. 

^ Symptoms  are  usually  divided  into  subjective  and  objective.  Suhjtctire  symptoms 
are  those  abnormal  sens;itions,  such  as  pain  and  numbness,  which  are  experienced  by 
tlie  patient,  but  which  cannot  be  appreciated  by  the  physician.  Under  the  term  ohjec- 
tire  symptoms,  are  included  such  obvious  abnormal  conditions  as  jaundice,  swelling  of 
the  feet,  etc.,  which  are  perceived  by  the  physician,  but  which  do  not  recpiire  any  phy- 
sical examination,  properly  so  called,  for  their  detection.  The  ]>hy.<iral  dyiis,  again, 
are  such  facts  as  ilulness  on  percussion,  which  tlie  physician  elicits  by  physical  exam- 
ination. It  is  preferable,  I think,  to  include  the  objective  symptoms  and  physical  signs 
under  the  common  term  of  J(irh<  ob>>erreil  hi/  (he  /ihi/xiriiui.  .Jaundice,  swelling  of  the 
feet,  and  other  conditions  which  are  detected  l>y  the  aid  of  sight,  are  just  as  much  phy- 
sical .signs  as  rales  or  murmurs,  which  may  sometimes  be  observed  by  the  unaideil  ear. 
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Let  me  urge  you  to  use  your  utmost  endeavours  to  elicit  and  record 
correctly  the  facts  of  the  case.  In  these  days  of  clinical  and  literary 
activity,  one  of  the  main  lessons  which  the  teacher  should  impress  upon 
the  student,  is  the  hcibit  of  careful,  accurate,  and  truthful  observation. 
No  one  is  a truly  great  clinical  observer  who  is  not  scrupulously  truth- 
j'ul  and  exact.  Let  me  beg  of  you,  then,  from  the  very  first  to  strive 
above  all  things  to  elicit  and  record  the  facts  a,s  they  are  in  nature,  and 
to  be  on  your  guard  against  seeing  the  facts  in  a false  light,  colouring 
them,  and  making  them  fit  in  to  the  supposed  nature  of  the  case.  If 
there  is  one  thing  above  all  others  which  I desire  to  teach  you, — and  if 
I were  to  impress  you  with  this  one  ])oint  only,  and  to  teach  you  no- 
thing else  during  the  whole  session,  the  cour.se  would  not  he  altogether 
wasted — it  is  to  have  in  every  clinical  observation,  hovcver  trivial,  the 
most  scrupulous  regard  for  truth.. 

The  conclusion  derived  from  the  facts. — As  I have  already 
stated,  due  significance  must  be  given  to  the  different  facts,  and  a logical 
conclusion  deduced  from  them.  Here,  again,  knowledge  and  experience 
are  necessary  to  enable  you  to  appreciate  the  relative  importance  of  the 
different  facts.  Some  facts  are  much  more  valuable  than  others.  It 
occasionally  happens  that  a single  fact  is  itself  distinctive ; the  jjresence 
of  a diastolic  aortic  murmur,  for  example,  indicates  aortic  regurgitation  ;^ 
the  presence  of  booklets  in  the  fluid  drawn  off  from  a cystic  tumour 
proves  that  the  cyst  is  an  hydatid.  Such  facts  as  these,  which  are  in 
themselves  distinctive,  are  termed  p>0'thognonionic.  But  while  such 
pathognomonic  facts  do  occasionally  occui-,  you  must  clearly  understand 
that  they  are  rare.  The  great  majority  of  symptoms  and  pln^sical  signs 
are  common  to  several  diseased  conditions.  Pain  is  perhaps  the  most 
common  symptom,  and  is  seen  in  a vast  number  of  different  affections. 
Again,  cough  may  be  due  to  many  different  disorders ; so,  too,  dulness 
on  percussion  over  a portion  of  the  chest,  which  is  normally  re.sonant, 
may  result  from  various  lesions. 

It  usually  happens  in  every  case,  that  we  elicit  some  facts  which  are 
accidental  and  iinimportant.  In  a case  of  pneumonia  in  an  adult,  for 
example,  the  fact  that  there  had  been  an  attack  of  scarlet  fever  in  child- 
hood would  probably  be  of  no  importance  whatever.  In  a case  of  mitral 
disease,  on  the  contrary,  a history  of  scarlet  fever,  a few  years  previously, 
might  be  of  considerable  value,  for  scarlet  fever  in  some  cases  is  attended 
with  endocarditis,  which  may  lead  to  valvular  disease  of  the  lieart. 

‘ A diastolic  nuinnur  Jias  l)cen  recorded  in  aortic  aneurisms,  independently  of  aortic 
incompetence  ; but  it  is  so  infinitely  rare,  that  the  statement  in  the  text  may  he  safely 
relied  upon. 
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Speaking  generally,  the  facts  observed  by  the  ■physicuLn{oh]QC.i\\e.  syinp- 
toms  and  physical  signs),  inasmuch  as  tliey  do  not  depend  upon  the 
mere  statement  of  the  patient,  are  of  more  importance  tlian  the  symptoms 
{i.e.  the  subjective  symptoms  or  sensations  experienced  Ijy  tlie  patient). 
1 )ue  weight  should,  however,  be  given  to  the  symptoms  unless  there  is 
some  obvious  reason  to  the  contrary.  AVhen  the  ])atient  is  manifestly 
exaggerating,  when  he  is  labouring  under  some  mental  derangement,  or 
when  there  is  a motive  to  deceive,  tlie  diagnosis  should  be  almost 
exclusively  based  upon  tlie  physical  signs.  Women  are  more  apt  jo 
exaggerate  than  men  ; but  this  tendency  is  seen  inlt^Tlillest  extent  in 
"irie~condition  called  hypochondriasis,  in  which  tli6  patient  imagines 
tliat  he  is  the  victim  of  all  sorts  of  dreadful  complaints,  magnifies  the 
most  trivial  ailments  in  an  extraordinary  manner,  and  seriously  believes 
that  he  is  the  subject  of  grave  organic  disease.  In  hospital  practice  it 
is  no  uncommon  thing  to  meet  with  patients  who  feign  disease.  Tliese 
‘ malingerers,’  or,  ‘ hospital  birds,’  as  they  are  called,  pass  from  one  hos- 
])ital  to  another,  and  keep  a roof  over  their  heads  by  their  deceit.  It 
often  requires  considerable  acumen  to  detect  them.  Malingering  is,  as 
we  all  know,  not  uncommon  amongst  schoolboys ; it  is  also  frequently 
met  with  in  soldiers,  sailors,  prisoners,  tlie  inmates  of  workhoirses, 
and  the  like.  In  railways  cases,  too,  we  sometimes  meet  with  gross 
exaggeration  and  shamming.  We  find  persons  who  have  been  in  a rail- 
way collision,  but  who  have  received  little  or  no  injury,  taking  to  bed, 
laying  up  for  weeks  or  montlis,  and  feigning  to  be  seriously  ill  in 
order  to  exact  heav'y  damages  from  the  company.  Hence  it  is  tliat  all 
railway  cases  are  looked  upon  with  more  or  less  suspicion ; a most  un- 
fortunate circumstance  for  those  persons  who  are  really  hurt,  for  in 
consequence  of  this  feeling  of  suspicion,  which  is  attached  to  all  railway 
cases,  the  genuine  ones  are  often  inadequately  recompensed. 

In  other  cases,  on  the  contrary,  patients  who  are  the  victims  of 
.serious  organic  disease,  make  light  of  their  complaints.  In  phthisis, 
for  example,  a patient  will  daily  tell  you  that  he  feels  much  better, 
when  it  is  manifest  to  the  most  casual  obser\  er  that  he  is  rapidly  getting- 
worse  ; indeed,  so  frequent  is  this  hopeful  state  of  mind  in  pulmonary 
consumption,  that  a special  name,  the  spes  phthisica,  has  been  given  to  it. 

Young  doctors,  whose  experience  has  been  limited  to  hospital  prac- 
tice, and  who  start  perhaps  with  an  exaggerated  notion  of  their  powers 
of  physical  diagnosis,  are  apt  to  disregard  symptoms.  I know  this  from 
actual  experience.  The  following,  which  I met  with  soon  after  commenc- 
ing practice,  is  a case  in  point: — A man  presenting  all  the  appearances 
of  robust  health,  and  who  was  obviously  not  exaggerating,  consulted 
me  on  account  of  pain  in  the  left  cliest  and  back.  Xot  detectino-  anv- 
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tiling  abnormal  by  physical  examination,  1 pooh-poohed  his  complaints, 
and  gave  it  as  my  opinion  that  there  was  nothing  seriously  the  matter  with 
him;  soon  afterwards  he  died  suddenly,  and  on  making  a 
examination  1 found  an  aneurism  of  the  descending  tlioracic  aorta. 
It  had  ruptured  into  tlie  left  pleural  cavity,  causing  instantaneous 
death. 

But  while  anxious  to  impress  you  with  the  fact  tliat  due  weight 
should  always  be  given  to  the  .symptoms,  unless  there  is  some  strong 
reason  to  the  contrary,  I must  not  lead  you  to  sujipose  tliat  grave 
symptoms  are  necessarily  jiresent  in  every  serious  case  ; indeed,  it 
occasionally  happens  that  jiatients  die  who  have  manifested  no  symp- 
toms, and  made  no  complaints.  xVbsence  of  symptoms  in  tlie  presence 
of  serious  organic  disease  is  seen  more  frequently  in  chronic  than 
acute  affections.  In  this  case,  for  example  (fig.  1),  in  which  a small 
aneurism  .springing  from  the  base  of  the  aorta,  just  above  the  valves 
has  ruptured  into  the  jiericardial  sac,  there  were  no  symptoms  during 
life.  The  patient  was  a butcher,  who  died  suddenly  in  the  street. 
During  life  he  had  presented  all  the  appearances  of  robust  and  \-igorous 
health ; and  so  far  as  could  be  ascertained  from  his  friends,  had  never 
made  any  complaint. 

Occasionally,  but  more  rarely,  v’e  see  the  same  thing  in  acute  affec- 
tions. The  preparation,  which  I now  shov’  you,  is  a .striking  illustration 
of  this  fact; — A girl,  let  17,  "svlio  had  previously  enjoyed  good  health, 
but  vdio  had  never  menstruated,  complained  of  uneasiness  in  the  u])per 
]mrt  of  the  abdomen,  and  of  constipation.  The  tongue  was  slightly 
furred,  the  pulse  a little  quick,  the  bowels  had  not  been  relieved  for  a 
week,  but  there  was  nothing  to  direct  attention  to  any  serious  disease 
within  the  chest.  A dose  of  castor  oil  was  prescribed.  A few  days 
after,  I v’as  suddenly  summoned  to  the  case,  and  found  the  patient  dead. 
She  had  passed  a somewhat  restless  night,  but  had  got  up  to  l)reakfast 
as  usual;  had  suddenly  complained  of  feeling  faint,  and  had  fallen  back 
dead.  All  the  organs  M'ere  healthy  with  the  exce})tion  of  the  heart. 
The  pericardium  Avas  distended  with  turbid  fluid,  and  both  surfaces — 
the  parietal  and  visceral  layers  of  the  sac — are,  you  will  see,  coated  with 
recent  lymph  (fig.  2,  ]).  12).  The  case  was  one  of  pericarditis;  syncope 
the  cause  of  death.  On  inquiry  1 ascertained  that  she  had  waded  in  the 
sea  a fortnight  previously,  and  for  some  days  afterwards  had  been  a little 
hoarse.  There  Avas  no  history  of  rheumatism.  So  trivial  were  the 
symptoms  in  this  severe  and  acute  case,  that  the  patient  was  able  to 
go  about  her  work,  that  of  a baker’s  assistant,  until  two  days  previous 
to  her  death.  The  case  is  a very  interesting  one,  being  an  example  of 
a rare  disease — latent  ])ericarditis,  which  was  apparently  idiopathic. 
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Fuj.  1.  — Thv  interior  of  the  Le  ft  Ventricle  amt  baj<e  of  the  Aoiia,  shoiriny  the  aneuri)<m 
referred  to  in  the  text ; the  letter  a points  to  the  position  of  the  rupture.  [Consider- 
ably  smaller  than  the  actual  preparation.) 
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I have  now  detailed  to  you  the  ordinary  means  hy  vdiicli  we  arrive 
at  our  diagnosis,  viz.,  hy  the  method  of  deduction.  In  some  cases  we 
employ  another  method,  viz.,  the  method  of  exclusion  or  negation  When, 
tor  example,  the  tacts  seem  to  point  to  several,  say  four,  different  affec- 
tions Avitliout  indicating  any  one  of  them  in  particular,  we  endeavour 


Fro.  2.  — The  heart  from  the  cane  of  pericarditis  referred  to  in  the  text ; the  letter  a 
points  to  a portion  of  the  heart  covered  hy  rough,  recent  lymph  ; h,  to  a de- 
tached slired  of  lymph  ; c,  to  a portion  of  tlie  lieart  from  which  the  lymph  has 
been  removed. 


to  find  some  symptom  which  negatives  or  contradicts,  and  so  excludes 
one  of  the  four;  the  same  process  is  again,  if  possible,  repeated,  and 
so  on,  until  three  of  the  four  are  excluded,  and  one  alone  remains. 
This  metliod  of  negation  is  of  value  in  some  dilficult  cases,  but,  ‘it  is  a 
roundabout  method’ tWuj,  and  is  not  adapted  for  general  xise. 
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It  .should  only  be  employed  when  the  deduetive  method  seeims  to  fail. 
It  is,  too,  an  uncertain  method,  for,  in  using  it,  Ave  must  be  quite  certain 
that  we  have  excluded  all  the  possible  conditions  except  one.  If,  for 
example,  in  the  case  I have  supposed,  there  should  be  five  instead  ol 
four  possible  affections,  and  if  we  have  omitted  to  think  of  and  take 
into  account  the  fifth,  that  one  (the  fifth)  may  be  the  affection,  and  our 
conclusion  will  of  course  be  false. 

In  other  cases,  again,  we  have  recourse  to  therapeutics  in  order  to 
clear  up  the  case  (we  make  a thenipeutic  dicKjnosis).  In  a case  of  sup- 
])osed  abdominal  tumour,  for  instance,  if,  after  giving  chloroform,  we  find 
that  the  tumour  disappears,  we  at  once  conclude  that  it  is  not  a tumour 
in  the  ordinary  acceptation  of  the  term,  but  a ‘ phantom  growth.’  Or 
again,  suppose  the  symptoms  and  physical  .signs  clearly  point  to  the 
presence  of  an  intra-thoracic  tumour,  but  are  insufficient  to  enable  us 
to  say  whether  it  is  an  aneurism  or  a solid  growth  ; if  after  giving  full 
doses  of  iodide  of  ])otassium  combined  with  absolute  rest,  we  find  a 
marked  improvement  in  the  case,  we  should  (.speaking  generally)  be 
justified  in  deciding  in  favour  of  aneurism,  for  the  symptoms  caused  by 
aneurisms  are,  usually,  materially  benefited  by  this  treatment,  but  those 
due  to  solid  intra-thoracic  growtlrs,  which  in  the  great  majority  of  cases 
are  malignant  lympho-sarcomata,  are  not. 

Then  again,  in  other  cases,  we  have  to  fall  back  upon  the  theory  of 
probabilities,  i.e.  the  numerical  chances  in  favour  of  one  or  other  of  two 
conditions.  Suppose,  for  example,  that  a female  ])atient  came  to  u.s 
complaining  of  swelling  of  the  abdomen,  and  that  on  examination  we 
found  that  the  cause  of  this  distention  was  a large  cyst ; the  numerical 
chances  would  be  very  strongly  in  favour  of  an  ovarian  tumour;  and 
unless  there  were  some  strong  reason  to  the  contrary,  the  fact  shoidd 
be  allowed  due  weight.  In  the  great  majority  of  cases  in  which  we 
followed  the  numerical  chances  and  diagnosed  an  ovarian  tumour,  our 
conclusion  would  be  correct.  The  following  is  a case  in  which  it  Avas 
Avrong: — A married  Avoman,  mt  33,  Avas  admitted  to  the  XeAvcastle-on- 
Tyne  Infirmary,  under  my  care,  on  June  20th,  1877,  suffering  from 
great  distention  of  the  aljdonien.  She  stated  that  she  had  enjoyed 
excellent  health  until  tAvo  years  previously,  Avhen  she  began  to  sufl'er 
from  pain  in  the  abdomen,  just  above  the  right  gi’oin,  and  noticed  that 
the  lower  part  of  her  belly  Avas  swollen.  The  SAvelling,  Avhich  Avas  at 
first  about  the  size  of  an  orange,  gradually  got  larger,  and  rapidly  in- 
creased in  size  after  the  lurth  of  her  last  child,  Avhich  took  place  on 
April  1st,  1876.  Of  late  her  general  health  had  deteriorated,  and  she 
had  lost  flesh.  She  had  been  married  for  thirteen  years,  and  had  had 
nine  children.  She  had  not  menstruated  since  her  last  pregnancy. 
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She  M’as  pnle,  sallow,  and  soineMdiat  emaciated.  The  difjestive,  respirri- 
tory,  circulatory,  urinary,  nervous,  and  inieyumcnta.ry  systems  seemed 
natural.  The  abdomen  was  largely  and  uniformly  distended ; it  mea- 
sured 41  inches  at  the  umbilicus.  The  skin  was  someudiat  tense,  and 
the  veins  in  the  anterior  abdominal  wall  were  slightly  visible.  The 
front  and  sides  of  the  abdomen  were  dnll  on  percussion.  There  was 
some  resonance  in  the  left  hypochondrium.  On  palpation,  the  out- 
lines of  a large  tumour  extending  from  the  pelvis  below,  to  the  loAver 
margin  of  the  right  ribs  above,  could  be  distinctly  defined,  and  in  addi- 
tion some  free  fluid  in  the  cavity  of  the  peritomeum  -was  detected. 
Distinct  and  independent  flnctuation  mtis  perceived  in  the  large  tumour. 
There  v-as  tenderness  on  palpation  over  the  cyst.  On  vaginal  examina- 
tion the  uterus  was  found  to  be  of  normal  size ; a round  elastic  tumour 
about  the  size  of  an  orange  was  felt  in  Douglas’s  pouch.  Owing  to  the 
great  distention  of  the  abdomen,  the  abdominal  vi.scera  were  displaced 
upwards,  but  the  size  of  the  liver  was  not,  .so  far  as  could  be  ascertained, 
increased.  From  these  physical  signs  it  v’as  evident : (1)  That  the 
distention  of  the  alidomen  mats  due  to  the  presence  of  a large  cyst ; 

(2)  That  there  was  some  free  fin  id  in  the  cavity  of  the  peritoneum. 

(3)  It  was  further  concluded  that  the  cyst  v^as  ovarian  ; this  opinion 
being  based  upon  relation  of  the  cyst  to  surrounding  parts,  the  very 
distinct  history,  which  the  patient,  an  intelligent  woman,  gave  of  its 
growing  upv'ards  from  the  lower  part  of  the  abdomen,  and  upon  the 
numerical  chances  of  the  case. 

On  June  23rd  she  vms  attacked  with  subacute  ])eritonitis.  There 
was  pain  over  the  greater  part  of  the  anterior  abdominal  wall ; and  very 
distinct  friction  could  both  be  felt  vdth  the  hand  and  heard  with  the 
ear  over  the  same  parts. 

On  July  6th  the  pain  was  easier;  the  abdomen  had  increased  in 
size,  and  now  measured  444  inches. 

About  this  time  the  patient  was  seen  in  consultation  by  my 
colleague.  Dr  Arnison,  to  whose  care  she  was  tramsferred  on  July  9th. 
She  was  then,  as  indeed  she  had  been  all  along,  very  anxious  to  have 
the  cyst  removed.  Dr  Arnison  subsequently  operated.  On  opening 
the  abdomen  it  was  at  once  evident  that  the  tumour  was  an  enormous 
hydatid  which  extended  from  the  liver  above,  deep  down  into  the 
pelvis  below.  Several  smaller  cysts  were  attached  to  the  larger  one, 
and  it  was  one  of  these  Avhich  had  been  felt^7cr  rayinam.  The  patient 
unfortunately  died  from  peritonitis,  a few  days  after  the  operation,  and 
the  body  was  removed  from  hos])ital  before  a post-mortem  examination 
could  be  obtained.  The  exact  point  of  origin  and  connections  of  the 
hydatid  were  not  ascertained. 
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In  order  to  arrive  at  a full  and  exaet  diagnosis,  we  are  in  the  habit 
of  advaneing  by  the  following  steps  or  stages 

Step  Xo.  1.  In  the  jird  place  we  endeavour  to  determine  the  par- 
ticular system,  and  organ  which  is  primarily  affected.  This  is  generally 
easy,  although  in  some  diseases,  as  in  typhus  fever  for  example,  we 
are  nnahle  to  localise  the  lesion  in  any  special  part. 

Step  Xo.  S.  Having  determined  the  system  and  organ  wliich  are 
affected,  Ave  next  endeavour  to  ascertain  the  exact  extent  of  the  lesion,  i.c. 
to  make  an  exact  anatomical  diagnosis,  firstly,  by  making  a minute 
physical  examination  of  the  affected  organ,  in  the  manner  which  I shall 
describe  to  you  when  I come  to  speak  of  the  physical  examination  of 
the  different  systems  and  organs  in  detail.  Secondly,  by  observing  tlie 
effects  which  the  lesion  has  produced  on  the  affected  organ  itself ; on 
the  other  jtarts  of  the  physiological  system  to  which  it  belongs;  and 
on  the  economy  as  a whole.  In  stenosis  of  the  mitral  valve,  for  in- 
stance, we  try  to  gauge  the  extent  of  the  lesion  by  observing : — the 
secondary  alterations  Avhich  have  resulteil  in  the  size  and  shape  of  the 
heart;  the  loudness  of  the  pulmonary  second  sound  (/.<?.  the  condition 
of  the  blood  tension  in  the  pulmonary  artery) ; the  amount  of  engorge- 
ment of  the  systemic  venous  circulation,  and  the  conserpiences  whicli 
result  from  it,  the  exact  condition  of  the  arterial  system,  etc.  Thirdly, 
by  observing  the  exact  nature  of  the  symptoms  ; in  some  affections, 
more  especially  in  some  diseases  of  the  nervous  system,  by  paying 
attention  to  this  point,  we  obtain  very  valuable  information  as  to  the 
exact  position  and  extent  of  the  lesion. 

Step  Xo.  3.  Having  formed  an  opinion  as  to  the  organ  affected,  and 
the  exact  extent  of  the  lesion,  Ave  next  endeavour  to  determine  the 
pathological  process,  Avhich  is  at  Avork ; and  in  trying  to  make  a patho- 
logical diagnosis  Ave  take  the  folloAving  points  into  account: — 

1.  The  particular  organ  and  parts  of  that  organ  which  arc  effected. 

As  a matter  of  experience  Ave  knoAv  that  certain  organs  or  parts  of 

organs  are  liable  to  be  affected  by  certain  pathological  processes : — con- 
solidation of  the  apex  of  the  lung,  for  example,  is  A'ery  generally  tuber- 
cular; a solid  tumour  of  the  body  of  the  uterus  is,  iu  the  great  majority 
of  cases,  a ‘ fibroid  ; ’ a chronic  lesion  limited  to  the  posterior  columns 
of  the  spinal  cord  is  usually  the  sclerotic  lesion  of  locomotor  ataxy;  an 
irritati\'e  ‘coarse’  lesion  on  the  surface  of  the  brain  is  in  most  cases 
tubercular  or  syphilitic;  paralysis  of  the  extensor  muscles  of  both  fore- 
arms (double  Avrist  drop)  is  almost  invariably  due  to  lead  poisoning. 

2.  The  character  of  the  physical  alteration  produced  by  the  lesion. — 
This  can  only  be  determined  in  exceptional  cases.  In  the  case  of  the 
lungs,  for  instance,  certain  lesions  give  rise  to  dulness  on  percussion 
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It“,  then,  M’c  detect  the  ])resence  of  dulness  we  narrow  tlie  limits  of 
the  inquiry. 

3.  The  natiu'c  of  the  si/mjhoiiis. — Deep-seated  pain  in  the  back,  for 
example,  ocenrring  in  an  adult,  and  not  attended  by  any  marked  dis- 
turbance of  the  general  health,  would  be  very  suggestive  of  an  aneurism. 

4.  The  mode  of  commencement  of  the  attack,  and  the  course  of  the  ease, 
especially  the  acute  or  chronic  nature  of  the  affection. — This  is  a most 
important  aid  in  arriving  at  the  pathological  diagnosis.  ^Vhen,  for 
example,  we  find  consolidation  over  the  base  of  the  lung,  and  when  rve 
know  that  it  is  of  recent  origin  {i.e.  acute),  we  can  definitely  exclude 
solid  intra-thoracic  growths.  vSo,  too,  in  a typical  case  of  permanent 
hemiplegia,  if  the  onset  were  sudden,  we  should  conclude,  as  the  result 
of  experience,  that  the  pathological  process  was  in  all  probability  either 
extravasation  of  blood  into  the  brain  substance  (hsemorrhagic  apoplexy), 
or  plugging  of  a cerebi-al  vessel.^ 

The  exact  mode  of  onset  is  also  sometimes  important.  In  a case  of 
hemiplegia,  if  the  paralysis  followed  an  epileptic  fit  of  tlie  localised 
(Jacksonian)  type,  we  should  probal)ly  be  correct  in  concluding  that  it 
(the  hemiplegia)  would  be  of  temporary  duration,  and  further,  that  the 
pathological  process  at  the  root  of  the  mischief  would  in  all  probability  be 
a localised  ‘ coarse  ’ intracranial  lesion  (tumour  or  localised  meningitis). 

When  considered  in  conjunction  with  the  exact  anatomical  diagnosis, 
the  mode  of  onset  is  often  quite  conclusive.  We  know,  for  instance, 
that  sudden  paralysis  of  the  lower  extremities  in  a child,  characterised 
by  flaccidity,  rapid  atrophy  of  the  muscles,  and  unattended  by  sensory 
derangements,  depends  upon  an  acute  inflammatory  process  in  the 
anterior  cornua  of  the  spinal  cord. 

5.  The  presence  of  associated  diseased  conditions. — In  tlie  case  of  a 
doubtful  intra-thoracic  growth,  the  presence  of  tumours  in  other  organs 
or  parts  of  the  body,  would  show  that  the  intra-thoracic  disease  was  a 
malignant  growth.  So,  too,  in  chronic  Bright’s  disease,  the  presence  of 
a solid  and  uniform  enlargement  of  the  liver  and  spleen,  would  strongly 
point  to  the  lesion  being  ‘waxy.’  Again,  in  a case  of  intracranial 
tumour,  the  presence  of  associated  scrofulous  disease  of  the  glands,  lungs, 
or  joints,  would  indicate  that  the  central  lesion  was  of  a similar  patho- 
logical character. 

6.  The  age  of  the  patient. — Certain  pathological  processes  are  common 
at  one  period  of  life,  but  rare  at  others.  In  some  cases  this  fact  may 
help  to  decide  the  pathological  diagnosis.  Deep-seated  pain  in  the  back, 
for  example,  in  a young  subject,  would  probably  be  due  to  caries  of  the 

' I say  a typical  case,  foi’  in  hysteria  we  sometimes  meet  with  sudden  hemiplegia 
(presenting  certain  peculiarities  however)  which  may  last  for  a long  time. 
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vertebme  (Pott’s  disease).  Pain  in  tlie  same  situation,  during  active 
manhood,  might  result  from  the  presence  of  an  aneuri.sm  ; in  an  old 
person,  from  malignant  disease  of  the  spine.^ 

In  addition  to  the  points  I have  already  mentioned  (1,  2,  3,  4,  5,  and 
G),  the  following  circumstances  are  sometimes  helpful  in  deciding  the 
pathological  diagnosis : — 

7.  The  occu'pation  of  the  'patient. — A rapid  attack  of  ill-developed 
pneumonia  with  fever,  ending  in  death,  in  a icoolsorter,  would  suggest 
anthrax.  Headache,  convulsions,  and  double  optic  neuritis,  a combina- 
tion of  symptoms  which  is  usually  indicative  of  an  intra-cranial  growth, 
would,  in  a v:hite-leadworker,  suggest  plumbism. 

8.  The  abode  of  the  patient. — A cystic  tumour  of  the  kidney,  if  it 
occurred  in  Iceland,  would  probably  be  diagnosed  as  an  hydatid,  for 
hydatid  disease  is  very  prevalent  in  that  country  ; neuralgic  affections 
occurring  in  places  where  ague  is  endemic,  are  very  often  due  to  tlie 
malarial  poison  ; and  so  on. 

Errors  in  Diagnosis. — Before  concluding  these  remarks,  it  may 
perhaps  he  useful  to  point  out  the  chief  sources  of  error  in  arriving  at 
a full  and  correct  diagnosis.  In  the  first  place,  then,  a diagnosis  may 
fail  through  insufficiency  of  facts.  The  facts  may  he  actually  wanting. 
In  the  earlier  stages  of  a febrile  attack,  for  instance,  it  may  he  impos- 
sible to  come  to  a definite  conclusion ; under  such  circumstances  we 
must  he  content  to  make  a provisional  diaynosis,  and  to  wait  for  the 
appearance  of  additional  facts.  Again,  the  facts  may  lie  insufficient 
owing  to  the  information  supplied  by  the  patient  being  defective ; some 
patients  wilfully  conceal  facts ; others  cannot  furnish  the  necessary 
facts  owing  to  their  being  children,  foreigners,  speechle.ss,  comatose,  or 
affected  with  some  mental  derangement.  In  such  cases  we  have  to 
fall  hack  upon  the  friends  for  many  j^articulars,  and  if,  as  it  may  happen, 
there  are  no  friends,  we  must  rely  on  the  physical  examination  alone. 
In  cases  of  this  description,  the  gi’ounds  for  forming  an  accurate  opinion 
may  he  insufficient.  This  is  one  of  the  sources  of  difficulty  of  diagnos- 
ing simple  affections  in  lunatics. 

In  the  second  place,  a diagnosis  may  fail  fhronyh  the  incorrect  or 
erroneous  observation  of  facts.  The  patient  may  wilfully  deceive  you, 
or  your  own  observation  may  he  at  fault. 

Defective  or  incomplete  observation  on  the  part  of  the  physician, 
is  a fertile  source  of  error,  especially  in  young  practitioners.  In  a case 
of  dropsy,  for  instance,  the  urine  is  found  to  he  albuminous,  and  it  is 

' This  does  not  of  course  imply  tliat  malignant  disease  of  the  vertebra^  does  not 
occur  in  young  persons,  or  tliat  old  people  do  not  sufler  from  aneurism  or  caries. 

P. 
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an  easy  and  coninioii  error  to  conclude  that  Bright’s  disease  is  the  cause 
ot  the  dropsy.  In  many  of  these  cases  more  careful  and  complete 
examination  will  show  that  the  albuminuria  is  simply  the  result  of 
congestion  of  the  kidney ; and  tliat  it  and  the  dropsy  depend  upon  a 
mitral  lesion.  I have  again  and  again  known  such  mistakes  made  in 
practice.  I must  ask  you  then,  to  remember,  that  because  you  detect 
one  lesion,  it  by  no  means  follows  that  there  is  no  other  lesion  present ; 
owing  to  neglect  of  this  precaution,  complications  and  secondary 
affections  are  often  mistaken  for  the  primary  disease. 

You  should,  too,  remember,  that  in  the  course  of  the  case  nev'  facts 
are  apt  to  appear  which  may  cause  you  to  modify  or  add  to  your  diag- 
nosis. One  is  very  apt,  after  having  thoroughly  examined  a case  and 
formed  an  opinion,  to  stick  to  that  opinion,  and  to  see  everything  else 
vvdiich  subsequently  a[>pears  in  the  same  light.  Again,  unless  we 
occasionally  thoroughly  re-examine  the  case,  we  may  fail  to  observe 
the  new'  facts  which  are  developed.  Such  omissions  lead  occasionally 
to  unfortunate  results.  In  a case  of  chronic  disease,  for  example,  the 
friends  may  desire  a consultation.  The  consultant  thoroughly  examines 
the  case,  and  detects  something  which  has  escaped  your  notice,  simply 
because  you  have  not  looked  for  it.  Such  mistakes  are  very  vexatious. 
The  consultant  will  probably  form  an  erroneous  estimate  of  your  skill ; 
if  he  is  inclined  to  ‘ score  ’ and  make  much  of  his  own  powers  of  observa- 
tion, you  may  jDOssibly  lose  the  confidence  of  your  patient.  And  here 
let  me  say,  that  wdien  called  in  as  consultants, — while,  on  the  one  hand, 
it  is  your  duty  to  state  honestly  and  fearlessly  the  opinion  you  may 
form  as  to  the  nature  of  the  case ; on  the  other  hand,  you  must  give 
due  weight  and  consideration  to  the  opinion  of  your  professional  brother, 
you  must  take  care  to  state  your  own  vie\vs  as  pleasantly  as  possible, 
and  to  avoid  bringing  into  relief  any  omissions  you  may  have  noticed, 
and  never,  on  any  account,  attempt  to  magnify  yourself  at  the  expense  of 
your  colleague.  Eemember,  then,  both  in  hospital  and  private  practice, 
to  re-examine  your  cases,  and  to  revise  your  opinions.  You  will,  too, 
find  it  a useful  practice,  whenever  a patient  or  his  friends  are  anxious 
to  have  another  opinion,  to  go  thoroughly  over  the  case  a short  time 
before  the  consultation  comes  off. 

In  the  third  lolace,  though  the  facts  are  sufficient  and  ha^•e  been 
correctly  noted,  you  may  fail  to  (jive  them  the  proper  iccight,  or  may 
draw  an  illorjieal  conelusion  from  them. 

Sometimes,  as  I liave  already  told  you,  we  are  unable  to  decide  what 
is  the  nature  of  the  case.  Now,  it  is  seldom,  if  ever,  advisable  for  a young 
doctor  to  tell  a patient  in  so  many  v^ords,  ‘ I don’t  know  vdiat  is  the 
matter  with  you.’  The  laity  do  not  understand  tlie  difficulties  which 
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ill  some  eases  surroiiud  the  diagnosis.  If  you  tell  your  patients  that 
the  case  beats  you,  they  will  probably  go  somewhere  else.  In  such 
cases  much  tact  is  sometimes  required  to  satisfy  the  patient  without 
committing  yourself.  If,  however,  you  are  asked  Ijy  a professional  man, 
say  in  consultation,  for  your  opinion  in  a case  of  this  description,  you 
should  always  clearly  state  your  difficulties  and  doubts.  To  pretend  to 
knowledge  which  you  do  not  possess,  or  to  attempt  to  gloss  over  the 
obscurities  of  a case,  is  simply  one  form  of  (piackery. 

Finally,  let  me  urge  you  to  avoid  hasty  conclusions,  to  form  your 
opinion  slowly  and  maturely ; but,  once  you  have  made  up  your  mind 
as  to  the  nature  of  the  case  and  as  to  the  treatment  you  should  adopt, 
to  adhere  to  your  opinion,  and  only  to  change  it  when  you  are  satisfied 
that  there  is  good  reason  for  doing  so.  Firmness  and  decision  are  essen- 
tial for  great  s\iccess  in  practice.  There  is  nothing  which  is  more 
injurious  than  indecision.  The  man  who  is  constantly  changing  his 
opinion  and  his  treatment,  will  never  command  the  confidence  and 
obedience  of  his  patients.  Now  it  is  impossible  to  ])ossess  the  right 
sort  of  self-confidence,  to  act  with  the  right  sort  of  firmness  and 
ilecision,  unless  you  feel  yourselves  thoroughly  up  in  your  work.  1 
hope  that  the  Course  of  Lectures  which  we  commence  to-day,  will  en- 
able you  to  some  extent,  at  least,  to  attain  that  end. 


CHAPTER  II. 


CASE-TAKING  AND  CASE-RECORDING. 

CASE-TAKING. 

The  object  of  any  inetbod  of  case-taking  is  to  ascertain  ‘ the  facts  of 
the  case,’  in  other  words,  to  obtain  the  data  on  wliicli  the  diagnosis, 
prognosis,  and  treatment  are  founded. 

The  facts  are  elicited  partly  by  means  of  the  oral  or  vivd  voce,  and 
partly  by  means  of  the  i)hysical  examination.  Both  methods  are  diffi- 
cult to  the  beginner,  and  can  only  be  thoroughly  mastered  by  practice 
and  painstaking  effort. 

The  oral  examination. — The  oral  naturally  precedes  the  physical 
examination,  and  consists  of  the  preliminary  statement  which  the 
patient  volunteers  regarding  his  illness  and  complaints,  and  of  the  state- 
ments which  he  makes  in  answer  to  the  questions  and  cross-questions 
of  the  practitioner.^ 

In  many  cases  of  acute  and  serious  illness  it  is  necessary  to  limit 
the  oral  examination  to  a few  leading  questions,  and  to  proceed  to  the 
physical  examination  forthwith. 

The  beginner  naturally  feels  considerable  difficulty  in  conducting 
the  oral  examination,  for,  not  knowing  what  to  ask,  being  ignorant  of 
the  relative  importance  of  different  facts,  and  of  the  relationships  and 
co-relationships  of  disease  (the  bearings  which  one  morbid  process  has 
upon  another),  he  collects  a confused  mass  of  facts,  the  majority  of  which 
are  perhaps  unimportant,  and  it  may  be  altogether  irrelevant.  The  con- 
ducting of  the  oral  examination  — the  questioning  and  cross-questioning 
the  patient — is  in  fact  an  art  which  only  can  be  acquired  by  long  prac- 
tice ; moreover,  to  excel  in  this  method  of  examination  it  is  necessary  to 
have  a thorough  knowledge  of  disease.  The  oral  examination  must  be 
conducted  with  order  and  in  accordance  with  a definite  plan  ; each 
question  should  have  its  point,  and  should  be  as  simple,  precise,  and 
intelligible  as  possible ; leading  questions  should,  with  some  exceptions 

' It  is  seldom  possible  to  complete  the  oral  before  commencing  the  physical  examina- 
tion. The  latter  usually  reveals  facts  which  suggest  cpiestions  relating  to  the  previous 
state  of  health.  Some  autiiorities,  therefore,  recommend  that  the  inepiiry  into  the 
previous  history  of  tlie  case  slmuld  be  delayed  until  the  physical  examination  lias  been 
completed.  Tliis  point  is  again  referred  to.  (See  p.  3S. ) 
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(as,  for  instance,  -svlien  tlie  patient  is  very  ill  or  stupid),  be  avoided,  and 
the  physician  must  not  hesitate  to  check  the  volubility  of  the  patient, 
and  to  see  that  he  restricts  himself  to  the  inatter  in  hand. 

The  volubility  of  the  'patient. — With  most  patients  the  difficulty  is, 
not  to  get  information,  but  to  limit  the  statement  to  matters  which  are 
of  real  importance.  The  experienced  practitioner,  who  is  skilled  in  the 
art  of  cross-examinination,  and  whose  knowledge  of  disease  enables 
him  to  limit  the  volubility  of  the  patient,  is  able,  in  a comparatively 
brief  space  of  time  to  elicit  all  the  important  facts ; wliile  the  consci- 
entious clinical  clerk,  who  is  anxious  to  do  his  best  and  get  every  par- 
ticular, may  perhaps,  at  the  commencement  of  his  medical  work,  spend 
hours  in  eliciting  facts,  many  of  which  being  utterly  useless  or  irrele- 
vant, should  be  omitted  from  the  record,  and  may  fail  from  want  ol 
knowledge  of  the  relationship  of  diseased  processes  to  ascertain  facts  ol 
the  first  importance.  Knowledge  of  disease  should,  in  short,  guide  the 
examination  throughout,  the  nature  of  the  patient’s  answers  suggest- 
ing the  questions  of  the  practitioner.  In  a case  of  dropsy,  for  example, 
it  is  important  to  ascertain  whether  the  swelling  commenced  in  the 
lace  or  the  feet,  for  renal  dropsy  is  usually  first  observed  about  the 
eyelids,  while  cardiac  dropsy  generally  commences  in  tlie  feet ; again, 
when  cardiac  ^'alvular  disease  is  present,  a previous  history  of  acute 
rlieumatism  should  he  inquired  for ; when  tliere  is  a chronic  enlarge- 
ment of  the  spleen,  it  is  important  to  ascertain  whether  the  patient  has 
suffered  from  malaria,  etc. 

Lcadiny  questions  shoidd,  for  the  most  part,  be  avoided.  When,  for 
instance,  the  patient  complains  of  pain,  it  is  better  to  ask  him  where 
he  feels  the  pain,  telling  him  to  place  his  hand  on  the  painful  spot, 
rather  than  to  ask  him  if  he  has  pain  in  this  or  that  particular  part. 
Some  patients,  when  questioned  according  to  the  latter  method,  will 
tell  you  that  they  have  pain  in  almost  every  part  of  the  body ; when 
asked,  for  example,  ‘ Have  you  pain  in  the  stomach?’  they  will  answer. 
Yes.  ‘Have  you  pain  in  the  chest  ?’  Y"es.  ‘Have  you  pain  in  the  head?’ 
Yes.  Again,  some  patients  are  ignorant  of  the  exact  meaning  of  words 
and  terms,  and  so  give  misleading  answers.  A pain  in  the  chest,  for 
example,  may  mean  a pain  over  the  region  of  the  stomach ; a pain  in 
the  stomach  may  mean  a pain  in  the  lower  part  of  the  abdomen,  etc. 

Difficulty  of  obtaining  information. — It  is  sometimes  difficult  or  im- 
possible to  obtain  information  by  means  of  the  oral  examination  ; in 
some  cases  this  is  owing  to  the  reticence,  bashfulness,  or  stupidity  of  the 
patient ; in  others,  to  the  wilful  suppression  of  facts  ; in  others,  again, 
to  inability  to  comprehend  or  answer  the  questions  of  the  practitioner. 
In  cases  of  this  description  the  practitioner  has  to  fall  back  for  infor- 
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niation  ii])uii  the  relations  or  friends  of  the  ])atient.  AVhen  no  sncli 
information  is  lortliconiinj^,  the  difticnlties  of  arriving  at  a correct  diag- 
nosis are  nmch  increased. 


The  physical  Examination. — After  having  so  far  as  possible  ccmi- 
pleted  the  oral  examination,  the  observer  must  next  endeavonr  to 
determine  the  exact  physical  condition  of  the  body  as  a rvhole,  and  of 
its  various  systems,  organs,  and  parts.  For  this  pnr]>ose,  all  the  senses, 
more  especially  sight,  touch,  and  hearing,  but  in  some  cases  also 
smell,  taste,  and  the  power  of  a])])reciating  weights  (the  muscular  sense), 
are  Ccalled  into  recpiisition ; and  special  instruments  and  means  of 
research  (which  aid  or  increase  the  ])ower  of  the  senses,  which  demon- 
strate the  ])hysical  or  electrical  condition,  or  graphically  record  the 
action  of  organs  and  ]iarts,  and  which  enable  us  to  determine  the  ])hysi- 
cal  and  chemical  constitution  of  the  various  secretions  and  excretions) 
are  employed. 

The  great  im2)ortanee  of  the  ))hysical  e.xamination,  the  difficulties 
which  beginners  have  in  em]doying  the  unaided  sen.ses  so  as  to  cor- 
rectly observe  and  truthfully  describe  simple  ])hysical  conditions,  and 
the  necessity  of  acipuring  a thorough,  practical  knowledge  of  the  various 
in.struments  and  means  employed  in  clinical  I'esearch,  have  already 
been  insisted  u])on.  Hut  while  it  is  impossible  to  over-rate  the  import- 
ance of  accpiiring  the  power  of  correct  observation  and  of  making  one- 
self familiar  with  all  the  aids  to  clinical  research,  it  is  essential  to 
remember  that  a large  practical  acquaintance  with  disease,  and  a know- 
ledge of  the  relationships  of  different  pathological  conditions,  and  of  the 
connection  of  clinical  symptoms  with  pathological  and  physical  states, 
in  fact  a knowledge  of  what  to  look  for  and  what  to  expect,  are  as 
essential  as  guides  and  directors  of  the  physical,  as  of  the  oral  examina- 
tion. No  one,  in  short,  can  be  a really  good,  much  less  a truly  great, 
clinical  observer,  who  has  not  had  a large  practical  clinical  experience. 

Before  describing  the  details  of  case-taking,  it  may  ])erhaps  be  well 
to  direct  attention  to  certain  general  rules  which  should  always  guide 
the  conduct  of  the  practitioner.  They  are  as  follows : — 

1.  Take  care  not  to  adopt  any  method  of  eo.'.amination  vdiich  is  likely 
to  injure  the  'patient.  Patients,  for  example,  who  are  very  ill,  should 
not  be  subjected  to  the  same  detailed  and  ])rolonged  examination,  as 
the  general  run  of  chronic  cases.  In  hospitals  connected  with  large 
medical  schools  it  is  essential  to  see  that  patients  are  not  over-exam- 
ined— a point  which  has  been  specially  insisted  upon  in  our  Poyal 
Infirmary,  where,  in  some  of  the  wards,  the  number  of  students  and 
clinical  clerks  is  altogether  (,lisj)r(»])ortionate  to  the  numbci'  of  patients. 
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2.  Take  care,  in  making  both  the  oral  and  deal  examinations,  not 
to  do  anything  whieh  is  likely  to  offend  the  dclicaey  of  the  ixitient. — The 
only  reason  for  directing  attention  to  this  rule,  which  insensibly  guides 
the  conduct  of  all  right-thinking  men,  is  to  point  out  that  no  examina- 
tion which  the  practitioner  is  called  upon  to  make,  is  in  itself  indeli- 
cate, provided  that  it  is  necessary  and  made  in  the  right  spirit.  Young 
])ractitioners  are  sometimes  apt  to  forget  this.  I have  met  with  cases 
in  which  a mistaken  idea  of  delicacy  has  led  to  errors  in  diagnosis,  by 
interfering  with  the  thoroufdi  investmation  whicli  the  circumstances  of 
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the  case  required. 

3.  Endeavour  at  the  outset  to  gain  the  confidence,  esteem,  and  respect 
of  the  p>atient. — The  importance  of  gaining  the  full  confidence  and  trust 
of  tlie  patient  is  so  ol)vious — -both  with  the  object  of  getting  full  infor- 
mation regarding  his  illness  and  complaints  ; for  the  puiposes  of  treat- 
ment (for  in  many  cases  the  mere  impression  jiroduced  on  the  mind  of 
the  jiatient  by  the  presence  of  tlie  practitioner,  and  liy  a hopefully  ex- 
]iressed  and  confident  opinion,  is  far  more  powerful  as  a curative 
agency  tlian  all  the  drugs  of  the  pharmacopeia)  ; and  indeed  for  one’s 
whole  success — that  it  need  not  lie  furtlier  insisted  u])on.  The  man 
of  average  ability  who  acts  with  courtesy  and  kindne.ss  tem})ered 
with  firmness  and  decision,  who  takes  a .sympatlietic  interest  in  the 
complaints  and  sufferings  of  his  patients,  who  regards  them  not  merely 
as  so  many  cases  of  this  or  that  disease,  but  as  fellow-creatures,  doing 
to  them  as  he  would  wish  to  be  done  by,  need  have  no  fear  as  to  his 
success. 

4.  Do  not  he  in  too  great  a hurry  to  conunence  the  p>hysical  examina- 
tion.— Many  patients,  more  e.specially  women  and  children,  are  con- 
siderably disturbed  by  the  entrance  of  the  doctor ; care  should  be  taken 
to  allow  their  agitation  to  subside  before  the  pulse  is  felt  or  the 
examination  commenced.  A little  time,  a few  general  remarks,  and 
above  all,  a self-possessed  and  confidence-inspiring  manner  and  address, 
are  usually  all  that  is  required. 

5.  Xever  ask  the  same  question  ticice. — Mr  Syme,  from  wliom  1 
learned  this  rule,  used  to  point  out  that  if  the  same  question  is  asked 
twice,  the  patient  is  very  apt  to  think  that  the  practitioner’s  thoughts 
have  been  wandering,  and  that  he  has  been  giving  no  attention  to  his 
statements  and  complaints.  AVithout  doubt  such  a conclusion  would, 
in  many  cases,  lie  correct.  Fortunately  it  is  not,  as  a rule,  hard  to 
get  out  of  the  difliculty.  - Whenever  I have  made  such  a mistake  I 
have  at  once  perceived  my  error,  and  have,  as  a rule,  been  able  to 
cover  my  retreat.  AVhen,  for  instance,  I have,  through  forgetfulness, 
asked  the  patient  to  .show  his  tongue  a second  time,  1 have,  perceiving 
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iiiy  mistake,  told  him  to  push  it  well  out  in  order  that  I might  see  Ihe 
hack. 

G.  Never  he  surprised  at  anythiiuj. — Tins  was  aiiotlier  of  Mr  Syme’s 
apliorisms,  which  on  more  than  one  occasion  has  stood  me  in  good 
stead.  The  following  case,  for  example,  is  in  point : — Soon  after  enter- 
ing practice  I had  occasion  to  prescribe  stryclinia  for  a nervous  case; 
tlie  dose  was  a full  one,  and  through  a mistake  on  tlie  part  of  the 
patient,  was  still  further  increased.  In  the  course  of  a few  days 
muscular  twitchings  appeared.  I was  called  to  the  patient,  and 
learned  that  he  had  had  some  indications  of  a fit.  At  once  recognising 
the  state  of  matters,  and  remembering  Mr  Synie’s  aphorism,  I was 
enabled  to  keep  cool,  and  to  assure  the  friends  that  there  was  no 
danger,  telling  them  at  the  .same  time  that,  owing  to  the  appearance 
of  the  new  symptoms,  the  medicine  which  he  had  been  previouisly 
taking  must  be  at  once  discontinued  and  another  substituted.  It  is 
needless  to  say  that  the  alarming  symptoms  soon  subsided ; the  case 
]U'Oceeded  'exactly  as  I had  predicted,  and  I actually  gained  some 
credit  and  reputation  from  an  accident  which  caused  me  considerable 
anxiety. 


CASE-RECORDING. 

It  is  impossible  to  over-estimate  the  value  of  full  and  accurate 
records.  The  mere  act  of  recording  the  case  conduces  greatly  to  com- 
pleteness and  accuracy  in  the  examination ; in  many  cases  it  is  only 
after  the  case  has  been  taken,  and  when  the  notes  are  being  read  over, 
that  omissions  are  noticed;  while  for  future  reference  and  scientific 
[)urposes,  the  full  and  accurate  recording  of  cases  is  absolutely  neces- 
sary. In  private  practice  it  is  impossible  for  the  busy  practitioner, 
single-handed  as  he  is,  to  take  notes  of  all  his  cases,  but  much  more 
can  be  done  than  is  usually  attempted  ; and  I would  strongly  advise 
all  who  take  a real  and  scientific  interest  and  pleasure  in  their  pro- 
fession, to  endeavour  to  keep  good  notes  of  all  their  more  important 
and  interesting  cases.  I look  back  with  pleasure  to  the  records  of 
some  of  my  cases  taken  in  private  practice,  but  I also  regret  many 
omissions,  the  records  of  which  would  now  be  of  value  to  me.'  In 
private  practice  one  is  very  apt  to  allow  cases  to  pass  unrecorded,  un- 
less they  belong  to  a group  at  which  one  is  specially  working.  Indeed 
the  very  rarity  of  some  cases  is  apt  to  make  one  argue,  ‘ there  is  no  use 
ill  taking  a record  of  an  isolated  case,  for  this  disease  is  so  rare  that 
in  all  ])i‘obability  I shall  not  meet  witli  it  again.’  Such  a view  is  a 
most  mistaken  one,  for  the  rarest  cases  do  recur  if  they  are  only 
looked  for ; if  each  isolated  case  is  noted  as  it  occurs,  the  diligent 
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observer  will,  utter  some  yeurs,  be  ustoiiisbed  ut  tbe  store  ot  Miluuble 
muterial  which  has  slowly  and  gradually  accumulated.  A little  re- 
solution and  persevering  self-sacrifice  is  required  at  the  outset,  but 
soon  iiote-takiug  becomes  a habit,  and  in  my  experience,  greatly  con- 
duces both  to  thoroughness  and  to  the  interest  which  the  practitioner 
takes  in  his  work.  In  hospitals,  more  especially  in  those  attached  to 
large  medical  schools,  where  the  physician  is  abundantly  assi.sted  by 
clinical  clerks,  there  is,  of  course,  no  ditficulty  in  obtaining  a minute 
record  of  every  case. 

In  recording  cases,  the  object  should  be  to  make,  as  it  were,  a word- 
])icture  or  word-diagram,  to  include  all  the  facts,  bringing  prominently 
into  the  foreground  those  of  most  importance,  and  placing  in  the  back- 
ground those  of  lesser  value ; all  unnecessary  facts  should  be  omitted. 
AVhen  any  symptom  or  sign  which  is  characteristic  of  the  s])ecial 
disease  under  observation  is  not  present,  that  negative  fact  should  be 
noted.  It  is  obvious  that  this  can  only  lie  done  when  the  observer  is 
well  acquainted  with  the  usual  type-picture. 

The  language  in  which  the  case  is  recorded  should  be  as  sini])le, 
precise,  and  intelligible  as  possible.  The  observer  should  record  sim])ly 
what  he  sees  and  hears ; he  should,  in  short,  so  far  as  ])Ossible  note 
the  bare  facts,  avoiding  any  words  or  terms  which  are  likely  to  give  a 
meaning  to  the  symptoms  and  signs  which  they  do  not  in  reality 
possess.  Vague  terms,  such  as  big,  little,  great,  small,  should  not  be 
used ; definite  quantities  and  measurements  should,  if  possible,  be  em- 
ployed, or  a comparison  made  to  some  familiar  object  of  known  average 
dimensions.  A tumour,  for  example,  when  it  cannot  be  measuretl 
may  be  compared  to  a billiard  ball,  walnut,  cherry,  etc.  In  recording 
the  statements  of  the  patient,  the  observer  must  be  careful  to  get  at  the 
actual  facts,  avoiding,  in  most  cases,  the  theories  of  the  patient,  and 
simply  describing  the  symptoms  and  sensations  which  are  complained 
of.  Indefinite  terms,  such,  for  example,  as  ‘fit,’  which  may  mean 
several  different  things,  should  never  be  allowed  to  pass  undefined. 
When  such  terms  are  entered  in  the  record,  the  exact  significance  to 
be  attached  to  them  should  always  be  stated.  Instead,  for  example, 
of  simply  stating  ‘ the  patient’s  friends  say  that  her  illness  commenced 
with  a fit  (or,  with  an  epileptic  fit),’  the  recorder  should  state  ‘ the 
patient’s  friends  say  that  her  illness  commenced  with  a fit,  which  was 
obviously  epileptic  in  character  ’ (the  reporter  should  insert  his  initials 
here  to  show  that  the  fit  was  epileptic  in  his  opinion) ; ‘it  was  ushered 
in  by  a scream,  followed  by  sudden  loss  of  consciousness ; during  the 
attack  the  patient  was  much  convulsed  on  both  sides  of  the  body 
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foametl  at  the  mouth,  liit  her  tongue,’ etc.  All  morbid  sensation.?  .should, 
so  far  as  possible,  be  referred  to  definite  anatomical  points  on  the  sur- 
face of  the  body ; when  the  terms  ‘right’  or  ‘ left’  are  used,  it  is  a good 
plan  to  undeidine  the  word  in  order  to  show  that  the  reporter  M'as  quite 
sure  about  the  particular  side  M'hich  u’as  meant.  One  is  very  apt 
unconsciously  to  Muute  right  for  left  and  vice  versd ; and  on  looking  over 
the  records  of  old  cases  I have  in  several  instances  come  across  errors 
ot  this  kind  which  it  is  not  always  possible  to  detect,  or,  if  suspected, 
to  correct  afterwards,  and  which  may  be  of  practical  importance.  1 f 
the  reporter  sees  reason  to  doulit  any  of  the  patient’s  statements,  or  to 
differ  from  any  of  his  theories  or  conclusions,  a note  to  that  effect,  duly 
initialed,  should  be  inserted  in  the  niaigin  of  the  record. 

Methods  of  Case-Taking’. — It  is  not  nece.ssary  to  attempt  to  de- 
scribe in  detail  the  many  different  methods  of  case-taking  M'hich  have 
been  recommended.  Suffice  it  to  sav,  that  the  student  should  master 
some  good  method.  Any  conqdete  method,  such  as  my  own,  which 
^\ull  be  presently  described,  is  necessarily  very  elaborate  and  long.  It 
must  not,  however,  be  too  hastily  supposed  that  any  of  its  details  can 
V)e  safely  dispensed  with,  for  it  must  l)e  remembered  that  the  more 
accurate  and  detailed  the  examination,  the  more  accurate  and  detailed 
will  be  the  data  on  which  the  diagnosis,  prognosis,  and  treatment  are 
based.  The  beginner  should  closely  follo\v  the  complete  method  in  all 
its  details ; for,  like  a traveller  in  an  unknown  country,  if  he  attempts 
to  leave  the  beaten  track,  he  vull  be  likely  to  lose  his  way  and  wander 
about ; it  is  only  when  he  is  perfectly  familiar  with  the  ordinary 
highway  that  he  can  judiciously  attempt  to  make  short  cuts. 

The  fulness  with  wliich  the  method  of  case-taking  should  be  carried 
oiit  in  any  given  case,  depends  upon  a variety  of  circumstances.  In 
hospital  practice,  vdiere  there  is  abundance  of  assistance ; in  all  cases 
of  importance,  and  in  which  the  record  is  required  for  scientific  pur- 
poses, the  complete  method  should  be  used.  In  private  practice,  when 
time  presses,  in  trivial  cases,  and  in  many  other  circumstances,  many 
of  the  details  may  be  dispensed  with.  In  a case  of  itch,  for  example, 
a minute  inquiry  into  the  family  history  woidd  be  altogether  unneces- 
.sary ; but  in  a doubtful  case  of  phthisis  or  of  insanity,  and  in  every  case 
of  examination  for  life  assurance,  this  point  must  be  carefully  investi- 
gated. When  the  patient  is  too  ill  to  submit  to  a long  examination ; in 
infectious  cases,  such  as  typhus  and  diphtheria,  where  the  physician 
should  be  careful  not  to  run  unnecessary  risks,  and  not  to  remain  in 
longer  or  closer  contact  with  the  patient  than  is  absolutely  necessary  ; in 
dispensary  practice,  where  the  patient  is  often  so  dirty  that  a thorough 
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cxaiiiiiuitioii  is  out  of  the  (piestiou  \ find  when  the  ])atient  is  <i  medical 
man,  the  examination  may  with  advantage  be  curtailed,  and  many  of 
tlie  details  of  the  elaborate  scientific  method  omitted. 

In  all  cases  the  same  general  plan  of  examination  should  be  ad- 
hered to.  Tn  obscure  and  diflicnlt  cases  every  detail  should  be  care- 
fully gone  into  and  nothing  omitted.  The  student  is  apt  to  shirk  hard 
and  diihcult  cases,  but  the  skilled  observer  who  takes  a real  pleasure  in 
his  work  delights  in  them  ; nothing  gives  him  greater  pleasure  than  to 
grapple  with  their  difficulties ; it  is  from  difficult  cases  that  he  learns 
most ; and  it  is  by  patiently  investigating  and  observing  obscure  cases 
that  additions  to  our  knowledge  of  disea.se  are  most  likely  to  be  made. 

Method  of  Case-Taking. — "With  these  preliminary  remarks  1 
may  now  describe  in  detail  the  method  of  case-taking  which  T am  in 
the  habit  of  using.  It  consists  of  the  following  headings  : — 

1.  PRELIMINARY  PARTICULARS:-  Name — Age — Sex — Married  or  Single 
— Occupation — Full  Postal  Address — Date  of  Admission  to  Hospital — Ward — Bed. 

2.  COMPLAINTS  (The  sym))toms  wliich  hi-ing  tlie  patient  to  consult  the 
physician. ) 

3.  THE  HISTORY:- 

(a.)  Of  the  Present  illness: — 'J'he  exact  date  of  its  commencement.  The  exact 
mode  of  its  commencement.  The  supposed  cause  of  the  attack.  The  exact  character 
of  the  symptoms,  the  order  of  their  appearance,  and  the  treatment  which  has  been 
adopted  up  to  the  time  the  patient  conies  under  observation. 

(b.)  The  Health  History  prior  to  the  present  attack: — Especially  of  any  illne.s.s 
likely  to  be  related  to  the  present  one.  The  habits,  mode  of  life,  general  circumstances 
and  surroundings  of  the  patient. 

(c.)  The  Family  History: — E.specially  the  occurrence  of  any  disease  related  to  the 
afl'ection  from  which  the  patient  appears  to  be  suffering. 

4.  THE  PRESENT  CONDITION:— 

(a.)  The  Physiognomy  of  the  Case: — The  facial  expression,  attitude,  gait.  The 
general  state  of  nutrition.  The  description  of  any  striking  abnormal  appearances. 

(b.)  The  temperature  or  body  heat:— (It  is  usually  convenient  to  insert  the  ther- 
mometer in  the  axilla  at  the  commencement  of  the  oral  examination, — when,  for 
instance,  the  history  of  the  Ciase  is  being  enquired  into. ) 

(c.)  The  condition  of  the  different  systems  and  organs  in  detail. 

The  digestive,  circulatory,  genito-urinary,  and  nervous  integumentary  systems  must 
all  be  exhaustively  examined  in  the  manner  which  will  be  afterM'ards  described. 

That  system  is  first  examined  which,  from  the  complaints  of  the  patient,  the  historv 
.Tud  the  physiognomy  of  the  ca.se,  seems  to  be  primarily  or  chiefly  affected.  When,  for 
example,  the  patient  complains  of  cough,  expectoration,  and  emaciation,  the  respira- 
tory system  is  first  examined;  when  he  complains  of  loss  of  power  in  the  lower  ex 
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tiemities,  the  nervous  system,  and  so  forth.  After  the  system,  which  seems  to  be 
piimarily  implicated,  has  been  thoroughly  exhausted,  that  system  is  next  examined 
wliich  is  most  intimately  related  to  it.  When,  for  example,  the  circulatory  system  is 
hist  examined,  the  respiratory  system  is  next  investigated,  and  vice,  versd. 

5.  THE  DIAGNOSIS  : — This  should  be  fully  stated,  the  primary  disease  being 
fiist  specihed,  and  the  secondary  and  tei’tiary  complications  then  enumerated. 

6.  THE  PROGNOSIS: — Immediate  and  remote. 

7.  THE  TREATMENT : — Hygienic,  dietetic,  medicinal  (general  and  local). 

8.  THE  SUBSEQUENT  COURSE  OF  EVENTS:  — The  progress  of  the 
case  wliile  the  patient  is  under  treatment.  Tlie  mode  of  termination.  In  fatal  cases, 
tlie  record  of  the  j^ost-mortem  examination  (naked-eye  and  microscopic). 

Each  of  those  headings  must  now  he  briefly  considered,  and  the 
inlorniation  which  is  likely  to  be  derived  from  it  indicated. 

PRELIMINARY  FACTS. 

Name. — The  name  of  the  patient,  which  must  of  course  be  entered 
in  full  for  tlie  purposes  of  future  reference  and  identification,  seldom 
gives  any  information  to  the  hospital  physician ; in  jirivate  practice, 
by  associating  the  patient  with  some  particular  ‘ stock,’  wliose  tissue 
peculiarities  and  morbid  tendencies  are  known  to  the  family  doctor, 
it  is  sometimes  useful  and  suggestive. 

Age. — The  age  of  the  patient  is  of  considerable  importance,  for,  in 
the  first  place,  the  anatomical  and  physiological  condition  and  the 
])athological  proclivities  of  the  different  tissues  and  organs  are  very 
different  at  different  periods  of  life,  more  especially  if  we  compare  the 
great  periods  of  development,  maturity  and  decline.  This  is  one  of 
the  main  reasons  why  some  diseases  are  more  prevalent  at,  or  are 
limited  to  particular  periods  of  life;  another  being  the  fact,  that  at 
different  periods  of  life  the  whole  surroundings,  habits,  and  mode  of 
life  of  the  individual  are  different. 

The  following  are  some  examples  of  the  diseases  which  are  apt  to 
prevail  at  different  periods  of  life ; — 

Childhood. — In  childhood  the  exanthemata  (measles,  scarlet  fever, 
etc.)  usually  occur;  tuloercidar  meningitis,  tabes  mescnterica,  icthyosis, 
rickets,  polio-myelitis  anterior  acuta,  pseudo-hypertrophic  paralysis,  and 
chorea,  are  other  instances  of  diseases  which  are  most  frequently  met 
with  at  this  period  of  life.^ 

' The  chilil'K  anuceptibility  to  the  exanthemata. — It  may  be  stated  as  a general  law,  tJiat 
tlie  majority  of  individuals  are  susceptible  to  the  poison  of  the  exanthemata  from  early 
childhood.  The  exact  pei  iod  at  w Inch  the  susceptibility  commences  seems  to  vary  with 


CASE-TAKING  AND  CASE-KECOIiDING. 


29 


Paherty  and  early  manhood. — At  or  aliout  the  time  of  puberty  in 
'women,  hysteria  and  other  convulsive  affections  are  common,  and 
chlorosis  is  of  frequent  occurrence.  Gonorrhoea  and  syjihilis  are  fre- 
quently met  witli  during  early  manhood.  Ulcer  of  the  stomach  is  com- 
mon in  young  women ; acute  rheumatism  is  of  frequent  occurrence  at 
this  period  of  life ; phthisis  seems  to  be  most  prevalent  between  the  ages 
of  20  and  25. 

Active  manhood. — Aneurisms,  locomotor  ataxia,  and  the  difierent 
forms  of  paraplegia  may  be  instanced  as  diseases  whicli  are  most  fre- 
(jiiently  met  with  during  this  period  of  life.  The  numerous  affections 
due  to  alcoholic  excess  are  also  of  frequent  occurrence. 

With  the  cessation  of  menstruation  many  functional  affections  are 
frequently  met  with ; cancer  of  the  hreast  is  very  common,  and  organic 
diseases  of  the  uterus  are  frequently  observed. 

Old  age. — 'V\Tth  the  period  of  decline  and  old  agetlie  many  different 
conditions  wdiich  depend  upon  tissue  decay  and  senile  degeneration 
become  prevalent ; cerebral  heemorrhage  with  resulting  hemiplegia,  fatty 
heart,  and  angina  pectoris  may  be  mentioned  as  typical  illustrations. 

In  the  second  place,  certain  diseases  are  much  more  serious  at  one 
period  of  life  than  at  another.  Capillary  bronchitis  is  very  fatal  both 
in  very  young  and  very  old  people;  acute  croupous  pneumonia,  too,  is 
usually  fatal  in  old  people.  An  epileptic  convulsion  in  a child  is,  on 
the  other  hand,  not  necessarily  a grave  symptom,  for  in  children  it  is 
frequently  met  with  at  the  commencement  of  the  exanthemata  ainl 
other  affections  attended  with  a sudden  rise  of  temperature,  and  cor- 
responds to  a rigor  in  the  adult. 

In  the  third  place,  in  certain  families  there  are  critical  periods  or 
times  of  life  at  which  certain  diseases,  such  as  phthisis  and  Bright’s  dis- 
ease, tend  to  appear,  and  at  which  special  precautionary  measures  are 
therefore  necessary.  Further,  it  not  unfrequently  happens  that  if  tlie 

(liEferent  diseases  (young  infants,  for  example,  do  not  as  a rule  take  scarlet  fever,  al- 
though they  do  take  small-pox)  ; and  since  one  attack  is  usually  preventitive  against 
a second,  and  since  the  majority  of  individuals  are  exposed  to  the  poison  during  child- 
hood (schools,  evening  parties,  and  all  places  in  which  children  congregate  being  in 
many  cases  the  centres  of  infection),  these  diseases  are  more  common  at  this  than  at  any 
other  period  of  life. 

The.  susceptibility  to  pse  udo-hypertrophic  paralysis,  the  hwmorrhayic  diathesis,  and  per- 
haps some  other  diseases  which  are  hereditary,  is  probably  handed  down  from  the  mother 
to  the  child,  the  tendency  to  the  disease  being  born  with  the  individual.  In  cases  of 
this  description,  the  stronger  tlie  tendency,  the  earlier  will  the  disease  be  in  appeai-ing 
in  any  given  case,  and  the  earlier  the  date  of  appearance  the  more  severely,  in  all 
probability,  will  it  be  manifested. 
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critical  period  be  sately  past,  the  special  precautionary  measures  may 
be  relaxed,  for  alter  the  critical  age  the  tendency  to  the  disease  declines.^ 

In  estimating  the  age  ot  an  individual,  his  expectancy  of  life,  the 
period  at  which  the  diseases  ol  old  age  are  most  likely  to  arise,  and 
other  questions  ot  a similar  nature,  the  absolute  age  in  years  is  of  much 
less  importance  than  the  relative  age  of  his  organs  and  tissues.  Some 
men  at  50  are  as  old  as  others  at  70.  The  pregnant  remark  of  Dr 
ilks,  that  ‘ a man  is  as  old  as  Ids  arteries,’  .should  never  be  lost  sight 
ot.  Everyone  with  atheromatous  vessels  is  an  old  man,  liowever  healthy 
and  fresh  he  may  appear.  I have  known  several  instances  in  whicli 
young-looking,  wiry,  and  unusually  active  people,  have  died  about  the 
age  of  70  trom  cerebral  lucmorrhage ; to  look  at  them  you  would  have 
said  that  they  had  every  chance  of  living  for  many  years  ; a diseased 
condition  of  the  minute  cerebral  vessels  is  not,  therefore,  incompatible 
'with  activity  and  great  apparent  freshness.  In  estimating  the  probable 
duration  of  life,  therefore,  in  any  given  case,  the  condition  of  the  vas- 
cular system,  more  especially  of  the  perqrheral  ve.ssels,  is  a point  of 
the  greatest  importance.  The  jiresence  of  an  arcus  senilis,  diminution 
or  loss  of  sexual  activity  in  the  male,  the  cessation  of  tlie  menstrual 
function  in  women,  diminished  sensibility  of  the  retina,  and  early 
presbyopia  (Gairdner),  are  other  indications  that  the  period  of  activity 
has  passed,  and  that  decline  is  commencing,  or  has  already  advanced. 

It  must  also  be  remembered  that  some  patients  (in  hospital  and 
dispensary  practice  more  especially)  are  ignorant  of  their  exact  age. 
Further,  the  tendency  which  the  members  of  the  female  sex  in  all  ranks 
of  life,  sometimes  have  to  underestimate  their  age,  is  well  known  to 
everyone. 


Sex. — Some  diseases  are  more  common  in  men  than  in  women,  and 
vice  versd.  This  is  partly  owing  to  differences  in  organisation,  constitu- 
tion, and  temperament,  and  partly  to  differences  in  occupation,  habits, 
and  mode  of  life.  Abdominal  tumours,  for  example,  are  much  more 
common  in  women  than  in  men,  because  of  the  presence  of  the  uterus 
and  ovaries  in  tlie  former.  Women  are,  as  a rule,  more  nervous  than 
men,  more  subject  to  hysteria  and  all  forms  of  emotional  manifestation. 
Diseases  due  to  exposure  (such  as  acute  rlieumatrsm  and  bronchitis);  ex- 
ternal injuries ; diseases  produced  by  strain  (such  as  aneurisms) ; the 
many  different  affections  which  result  from  over-indulgence  in  alcoholic 
liquors  (sucli,  for  example,  as  delirium  tremens  and  cirrhosis  of  the 


' I have  met  with  two  separate  families  in  wliich  there  was  a strong  tendency  to  the 
development  of  chronic  Bright's  di.scase  (tlie  contracted  form  of  kidney)  ahont  tlie  ages 
of  20  and  23  respectively. 
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liver),  syphilis  aiul  irouonlia'a  are  iiiueli  more  coiiimoii  in  the  male  sex. 
I'here  are,  too,  many  dilferent  affections  which  belong  to  particular 
trades  or  occupations  which  are  met  with  in  one  sex  more  than  in  the 
other.  Tlie  worries  and  anxiety  of  business,  for  example,  fall  chiefly 
on  men,  who  are  fortunately,  however,  more  fitted  both  by  habit  and 
organisation  to  cope  with  mental  strain  of  this  description.  In  some 
cases,  such  as  pseudo-hypertrophic  paralysis  and  the  luernorrhagic  dia- 
thesis diseases,  which  chiefly  affect  the  male  sex  (but  which  are  chiefly 
transmitted  through  the  female),  and  exophthalmic  goitre,  which  is 
chiefly  met  with  in  females,  it  is  difficult  or,  in  the  present  state  of 
our  knowledge,  impossible  to  give  any  satisfactory  explanation  of  the 
fact  that  one  sex  is  more  liable  to  be  affected  than  the  other. 

Married  or  Single. — This  is  not,  as  a rule,  a point  of  great  im- 
portance. IMarried  men  are  for  the  most  part  steadier  than  single 
men,  and  less  liable,  therefore,  to  suffer  from  syphilis,  gonorrhoea,  and 
the  baneful  effects  of  alcoholic  exce.ss.  It  is  needless  to  say  that  this 
is  a very  general  rule.  JMarried  women  run  some  risks  during  preg- 
nancy and  parturition,  more  especially  during  the  first  labour.  Some 
organic  uterine  diseases,  such  as  endometritis  and  epithelioma  of  the 
os  uteri  and  displacements,  are  more  common  in  married  women  ; 
imaginary  derangements  in  the  unmarried. 

In  the  case  of  women  who  have  borne  children,  the  number  of 
pregnancies  or  miscarriages,  and  the  condition  of  the  children  (whether 
healthy  or  otherwise)  should  always  be  specified,  for  the  condition  of 
the  child  not  unfrequently  throws  some  light  upon  the  health  history 
of  the  parent.  The  marks  of  hereditary  syphilis  in  the  child,  for 
in.stance,  may  indicate  tlie  true  nature  of  some  ol)seure  di.sorder  of  the 
father  or  mother. 

Occupation. — The  occupation  of  the  patient  is,  in  many  cases,  a 
point  of  the  greatest  practical  importance.  In  the  fivd  place,  it  may  be 
stated  as  a general  rule,  to  which,  liowever,  there  are  numerous  excep- 
tions, that  an  indoor  sedentary  life  is  less  healthy  than  an  outdoor, 
active  one.  Persons  living  in  towns  and  following  indoor  occupations 
are  more  liable,  other  things  being  equal,  to  suifer  from  dyspepsia, 
scrofula,  phthisis,  malaise,  etc.  But  it  must  be  remembered  that 
persons  living  in  the  country  and  breathing  the  purest  and  freshest 
air  during  the  day,  are  often  badly  situated  in  other  respects ; too  often 
the  ventilation  of  their  sleeping  apartments  is  most  inadequate;  in 
some  districts  they  are  in  the  habit  of  shutting  themselves  up  in  box- 
bed.s,  with,  it  is  needle.ss  to  ,say,  the  re.sult  that  all  the  advanta*res 
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which  they  derive  from  the  fresh  air  during  the  day  are  mucli  more 
than  coimterhalanced  by  the  foul  air  which  tiiey  breathe  during  the 
night.  In  the  country,  too,  the  drainage  and  water  supply  are  often 
anything  but  satisfactory. 

In  the  second  place,  persons  in  the  upper  ranks  of  society,  the  pro- 
fessional classes,  and  those  in  easy  circumstances  generally,  are  more 
advantageously  situated  than  tlie  artisans  and  lower  classes.  The 
sanitary  arrangements  of  their  houses,  their  feeding,  clothing,  and 
whole  mode  of  life  are,  as  a rule,  more  satisfactory.  There  are,  of  course, 
innumerable  exceptions  to  this  general  statement.  One  of  the  worst 
occupations  of  all,  from  a sanitary,  as  from  every  other  point  of  view, 
is  having  nothing  to  do.  Want  of  occupation  is  a fertile  source  of 
hysteria  and  other  functional  derangements  of  the  nervous  system  in 
women  ; men  are  much  less  liable  to  suffer  from  ennui  and  its  re- 
sults, for  most  men,  who  liave  no  occupation  in  the  true  sense  of  the 
term,  and  no  special  taste  for  literature  or  indoor  work,  busy  them- 
selves in  sport  and  outdoor  amusements,  all  of  which  are  so  eminently 
conducive  to  good  health.  Persons  in  easy  circumstances  are  of  course 
more  liable  tlian  the  lower  classes  to  suffer  from  dyspepsia,  gout,  and 
the  other  conditions  which  result  from  liigh  living. 

In  the  third  place — and  this  is  much  the  most  important  point — 
special  occupations  produce  or  predispose  to  special  diseases.  Space 
does  not  permit  me  to  give  a complete  list,  but  the  following  may  serve 
as  illustrations : — The  labouring  and  lower  classes  are  more  liable  to 
diseases  which  result  from  exposure,  accidents,  strain,  and  drink. 
]\Iedical  men,  hosihtal  nurses,  and  medical  students  run  more  risks  of 
contracting  contagious  and  infectious  diseases  than  other  people ; 
medical  men  and  medical  students  are  frequently  tlie  subjects  of  im- 
aginary diseases,  such  as  imaginary  diseases  of  the  heart,  lungs,  etc., 
few  of  us,  I presume,  have  not  some  personal  experience  of  this  kind ; 
painters  and  workers  in  white-lead  are  liable  to  suffer  from  lead  poison- 
ing ; woolsorters  and  butchers  are  more  liable  to  suffer  from  splenic 
fever  than  other  people ; workers  in  tar,  sugar,  petroleum,  etc.,  are  liable 
to  suffer  from  eczema ; chimney-sweeps  used  frequently  to  be  affected 
with  epithelioma  of  the  genitals,  and  post  boys  from  popliteal  aneur- 
isms ; lucifer  match  makers,  who  work  with  ])hosphorus,  are  liable  to 
be  affected  with  necrosis  of  the  jaw  ; stone  masons  and  knife  grinders, 
])otters,  woolcarders,  and  all  persons  wlio  inhale  fine  dust  particles, 
are  liable  to  suffer  from  bronchitis,  cirrhosis  of  tlie  lungs,  and  rapidly 
destructive  forms  of  phthisis ; coal  miners  are  apt  to  be  affected  with 
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aiitlmicosis;  soldiers,  sailors  and  prostitutes  are  more  frecpieiitly  affected 
with  syphilis  than  the  general  average  of  the  population ; soldiers. 
})aviors,  puddlers,  and  tlie  labouring  classes  generally,  are  more  fre- 
([uently  affected  with  aneurism  of  the  aorta,  for  in  them  the  two  great 
causes  of  aneurism,  viz.,  arterial  degeneration  and  strain  are  most  fre- 
quently met  with  in  combination ; soldiers,  sailors,  and  travellers  in 
foreign  countries  are  the  persons  in  whom  intermittent  fever,  dysentery, 
scurvy,  and  tropical  abscess  of  the  liver  most  commonly  occur ; brewers, 
draymen,  publicans,  wine  merchants,  more  frequently  sulfer  from 
delirium  tremens,  cirrhosis  of  the  liver,  chronic  dyspejjsia,  kidney 
disease,  and  other  affections  which  result  from  alcoholic  excess. 

Residence. — The  full  postal  address  must  be  carefully  noted,  in 
ortler  that  the  patient  may,  if  necessary,  be  communicated  with  after 
ids  discharge  ; notwithstanding  every  precaution,  it  sometimes  happens, 
more  especially  in  hospital  practice,  that  the  patient  cannot  be  traced, 
and  that  the  physician  is  consequently  left  in  ignorance  as  to  the  sub- 
sequent course  of  events. 

It  occasionally  happens  that  the  place  or  country  in  which  the 
patient  has  resided,  gives  a clew  to  the  nature  of  the  affection  from 
which  he  is  suffering,  as  for  example  in  the  ca.se  of  ague,  dysentery, 
absce.ss  and  hydatid  disea.se  of  the  liver.  Again,  when  an  epidemic 
disease  is  prevalent  in  a country  or  ilistrict,  the  fact  that  the  patient 
has  been  residing  in  the  affected  locality  may  be  of  great  importance. 
When,  for  instance,  a patient  who  has  just  come  from  a district  in 
winch  small-pox  is  known  to  be  epidemic,  conq)lains  of  headache,  pain 
in  the  back,  general  malaise,  feverishness,  the  symptoms  have  mucli 
more  significance  than  they  would  have  if  he  had  been  living  in  a 
locality  altogether  free  from  that  disease.  Again,  the  manner  in  which 
eases  of  typhoid  are  distributed  in  a town  or  district  may  give  most 
important  information  as  to  the  source  of  infection,  showing,  for  example, 
that  the  poison  has  been  carried  by  a })articular  water  supply,  or  dis- 
tributed to  the  cirstomers  of  a certain  dairy.  Further,  the  fact  that 
certain  localities  are  known  to  be  much  more  liealtliy  tlian  otliers,  may 
have  some  general  bearing  on  the  case.  Again,  the  persons  living  in 
a certain  locality  or  district  may  follow  some  particular  trade,  or  may 
have  some  peculiar  habits  or  mode  of  life  wliich  render  them  liable 
to  special  complaints.  The  late  Dr  Charlton  of  Newcastle,  in  describ- 
ing the  habits  of  the  people  in  a small  town  in  the  north  of  England, 
once  told  me  that  he  never  asked  whether  a patient  in  that  town 
drank,  for  drinking  habits  were  almost  universal,  he  simply  asked 
hoiL'  much  the  patient  drank. 
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Complaints. — The  complaints  or  tlie  symptoms  M'hich  bring  the 
])atient  to  consult  the  physician  are,  as  has  been  previously  remarked,  of 
the  greatest  importance ; in  many  cases  tliey  show  the  system  or  organ 
M'hich  is  affected,  and  in  all  cases  they  guide  the  course  of  the  subse- 
quent examination. 

In  some  cases,  the  complaints  of  the  patient  are  purely  subjective ; 
such  symptoms,  for  example,  as  pain,  numbness,  a feeling  of  heaviness ; 
in  others  they  are  objective  {i.e.  percejitible  to  tlie  physician),  such  as 
dnqisy,  shortness  of  breath ; in  otliers  again,  they  are  both  subjective 
and  objective. 

So  far  as  possible  the  patient  should  be  allowed  to  tell  his  own  tale, 
and  to  describe  his  complaints  in  liis  own  words,  the  object  of  the  phy- 
sician being,  it  must  be  remembered,  to  get  Ins  actual  morbid  .sensa- 
tions, and  not  his  theories  as  to  the  nature  or  mode  of  production  of  the 
illness. 

In  those  cases,  such  for  instance  as  some  cases  of  insanity,  in  vdiicli 
the  patient  is  unable  to  describe  or  specify  his  complaints,  the  diffi- 
culties of  diagnosis  are,  as  has  been  previously  stated,  very  much 
increased. 

These  preliminary  particulars,  the  description  of  which  has  occupied 
a consideralde  space,  are  very  soon  elicited  in  actual  practice. 

THE  PREVIOUS  HISTORY  OF  THE  CASE. 

Under  this  head  are  included,  as  has  been  already  pointed  out ; 
(a)  the  previous  history  of  the  present  attack  ; (b)  the  previous  health 
liistory  prior  to  the  present  illness ; and  (c)  the  family  history : each 
of  which  must  be  considered  in  detail. 

The  previous  history  of  the  present  illness.— In  the place, 
the  exact  date  at  toliich  the  present  illness  commenced  should,  if  possible, 
be  ascertained.  In  some  cases,  as  for  instance  in  those  affections 
which  commence  with  such  a definite  symptom  as  a rigor,  the  point  is 
easily  determined  ; in  others,  tlie  departure  from  health  is  so  slow 
and  gradual  that  the  patient  is  unable  to  fix  the  exact  date  at  which 
his  illness  commenced  ; in  cases  of  this  description  he  may  be  able 
to  say  when  he  last  felt  quite  well,  or,  at  all  events,  when  the  symptoms 
became  sufficiently  severe  to  necessitate  his  leaving  work. 

By  determining  the  exact  date  at  which  the  attack  commenced,  we 
are  able  to  decide  whether  the  illness  is  acute  or  chronic — a point 
which  is,  in  some  cases,  of  considerable  practical  importance,  as  will  be 
seen  from  the  following  brief  summary  of  the  leading  features  of  acute 
diseases. 
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The  chief  characters  of  acute  diseases. — The  onset  is,  as  a rule,  sud- 
den, the  course  rapid  (the  durcitiou,  excluding  the  j^eriod  of  convales- 
cence, does  not,  as  a rule,  exceed  three  weeks),  and  tlie  termination  is 
usually  either  in  complete  recovery  or  death  ; acute  croupous  pneu- 
monia and  the  specific  fevers  are  good  examples.  The  majority  of  acute 
diseases  are  attended  with  pyrexia ; but  this  is  not  an  essential  char- 
acteristic for  a sudden  attack  of  diarrlnea  or  of  collapse  with  the  faint- 
ness and  sickness  which  attend  a severe  l)Iow  upon  the  testicle,  may 
quite  appropriately  be  termed  acute. 

In  attempting  to  determine  whetlier  a disease  is  acute  or  chronic, 
it  is  essential  to  remember  that  many  conditions,  which  at  first  sight 
appear  to  be  acute,  are  in  reality  acute  or  suljacute  exacerbations  of 
complications  superadded  to  some  previous  diseased  state ; peritonitis, 
the  result  of  perforation  of  the  stomach  in  a case  of  chronic  gastric  ulcer, 
and  an  intercurrent  attack  of  acute  nepliritis  in  tlie  course  of  chronic 
Bright’s  disease,  are  excellent  illustrations.  In  some  cases,  tlie  symj)- 
toms  of  tlie  previous  illness  are  ill-defined,  and  can  only  be  elicited 
by  the  most  careful  investigation ; they  are  altogether  overshadowed, 
as  it  were,  by  those  of  the  acute  attack,  which  may  easily  be  diagnosed 
as  the  primary  condition.  Such  mistakes  in  diagnosis  not  unfrequently 
lead  to  erroneous  opinions  as  to  the  future  course  of  the  case  ; acute 
Bright’s  disease,  for  instance,  in  a previously  healthy  person  is,  in  most 
instances,  recovered  from,  but  the  prognosis  of  chronic  Bright’s  disease 
is  very  unfavourable. 

The  exact  date  at  which  the  illne.ss  commenced  is  sometinie.s,  when 
taken  in  conjunction  with  the  symptoms,  of  diagnostic  value.  In  a case 
of  fever,  for  example,  if  the  temperature  during  the  first  week  does  not 
exceed  103°  F.,  the  disease  is  almost  certainly  not  typhus  ; again,  if  the 
temperature  does  exceed  105°  F.  during  the  first  few  days  of  a fever, 
the  disease  is  probably  not  typhoid.  Conclusions  of  this  sort  are  only, 
of  course,  possible  when  the  exact  date  at  which  the  illness  commenced 
can  unth  certainty  be  determined,  and  when  there  are  no  complicating 
conditions  capable  of  producing  elevation  of  temperature  present.  The 
removal  of  the  patient  from  his  own  home  to  hospital  is  a disturbing 
element  of  this  descriykion,  with  which  all  experienced  hospital  physi- 
cians are  acquainted. 

In  the  second  place,  the  exact  mode  of  com  mencement  of  the  attach,  the 
character  of  the  symjdoms,  and  the  order  in  ichich  they  are  developed  must 
be  determined.  The  importance  of  accurately  noting  these  points  will 
be  seen  from  the  following  illustrations  : — Acute  croupous  pneumonia 
is  much  more  freipiently  y)receded  by  a rigor,  than  acute  ])leurisy.  A 
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slowly  developed  and  gradually  progressive  hemiplegia  is  almost  in- 
variably due  to  a lesion  of  the  cerebral  cortex  or  the  pressure  of  a new 
growth  upon  the  motor  (pyramidal)  tract,  and  not  to  cerebral  luemor- 
I’hage,  embolism,  or  thrombosis — the  usual  causes  of  hemiplegia.  A 
sudden  attack  ot  hemiplegia,  which  is  not  attended  with  loss  of  con- 
sciousness, is  more  j)robably  due  either  to  embolism  or  thrombosis, 
than  to  cerebral  ha3niorrhage.^  In  a case  of  unilateral  convulsions  it  is 
important  to  observe  the  muscle  or  muscles  which  are  first  convulsed, 
for  it  may  enable  us  to  determine — a point  both  of  practical  and  scien- 
tific importance — the  exact  localisation  of  the  cortical  lesion.  Again, 
in  a case  of  paralysis  with  extreme  muscular  atrophy,  it  is  important 
to  determine  whether  the  paralysis  appeared  suddenly  at  tlie  com- 
mencement of  the  attack  ami  was  quickly  followed  by  marked  atroph}', 
as  it  would  be  in  2^ olio -myelitis  anterior  acuta  or  injury  of  the  motor 
nerve,  or  whether  the  muscular  atrophy  preceded  the  paralysis,  the 
motor  weakness  increasing  pari  2)assu  with  the  muscular  wasting,  as 
would  be  the  case  in  2^‘royressive  atrophy. 

The  importance  of  not  accepting  such  indefinite  terms  as  ‘ fit,’  but 
of  defining  the  exact  nature  of  the  attack— the  symptoms  and  the  sensa- 
tions which  the  patient  experienced — has  already  been  insisted  upon. 

Tlic  treatment  ivkich  has  been  adopted  up  to  the  time  when  the 
patient  comes  under  observation  should  also  be  ascertained,  the  name 
of  the  medical  man  by  whom  the  treatment  was  recommended  being 
entered  in  the  notes.  In  those  cases  in  which  the  physician  has  tlie 
advantage  of  a written  statement  from  the  medical  man  ivho  was 
previously  in  attendance,  such  statement  should  be  pasted  in  the  case 
book. 

The  original  symptoms  may  be  materially  modified  by  the  previous 
treatment.  Digitalis,  for  example,  when  given  in  full  doses  may  com- 
pletely change  the  character  of  the  cardiac  action  and  of  the  pulse ; 
the  knowledge,  therefore,  that  the  patient  has  been  taking  digitalis  may 
be  of  great  practical  importance.  Again,  the  character  of  a skin  erup- 
tion may  be  entirely  modified  liy  external  apjdications.  In  other  cases, 
again,  in  which  there  is  no  skin  disease,  eruptions  may  have  resulted 
from  internal  remedies  or  external  applications  ; the  eruptions  pro- 
duced by  the  internal  administration  of  iodide  of  potassium,  and  the 
external  application  of  croton  oil,  for  example. 

In  other  cases,  the  treatment  which  has  been  adopted  .serves  as  a 

’ There  are,  however,  numeroiis  exceptions  to  this  general  rule.  It  must  not 
be  inferred  that  a hemiplegia  whicli  was  at  its  commencement  attended  with  uncon 
sciousness  is  necessarily  due  to  cerehi-al  h.Tinorrhage,  for  in  some  cases  of  embolism 
tliere  is  coma. 
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clew  to  the  nature  of  tlie  ca.se;  when,  for  instance,  the  patient  has  been 
taking  iodide  of  potassium  and  mercnry,  we  at  once  suspect  .syphilis. 

In  all  cases  it  is  important  to  ascertain  if  there  is  any  distinct  cause 
for  the  attack.  In  a case  of  fever,  for  example,  where  there  is  no  local- 
ised inflammation  or  other  obvious  cause,  tlie  physician  should  inquire 
whether  the  patient  has  been  exposed  to  any  source  of  infection,  whether 
there  is  any  epidemic  in  the  neighbourhood  in  which  he  lives,  etc. 
In  non-infectious  case.s,  both  the  predisposing  and  exciting  causes  of 
the  attack  should,  if  possible,  be  determined.  AMth  this  end  it  is  often 
nece.ssary  to  put  leading  questions,  for  the  ])atient  may  be  quite  ignor- 
ant of  the  bearing  which  previous  illnesses  or  accidents  have  on  the  pre- 
sent attack ; in  a case  of  acute  llright’s  disea.se,  the  patient  must  be 
asked  if  he  recently  suffered  from  scarlet  fever;  in  a case  of  valvular 
lesion  of  the  heart,  whether  he  has  ever  suffered  from  acute  rheumatism ; 
in  a case  of  intra-cranial  tumour,  whether  he  has  had  .syphilis,  and 
.so  forth. 

^^'hen  external  violence  is  suppo.sed  to  be  the  cause,  the  degree  and 
kind  of  violence  and  its  direction,  the  exact  point  of  the  body  which 
was  injured,  the  exact  character  of  the  .symptoms  and  aj^pearanccs 
which  followed  the  injury,  and  of  the  snl)seqnent  local  and  constitu- 
tional symptom.s,  must  all  be  most  carefully  investigated.  In  some 
cases,  it  is  only  by  attention  to  these  details  that  it  is  possible  to  de- 
termine, whether  the  alleged  injury  was  ade([uate  and  likely  to  pro- 
duce the  .symptoms  from  which  the  patient  is  suffering  at  the  time  of 
the  examination.  In  railway  compensation  cases,  these  points  must 
always  be  minutely  investigated.  In  the  following  case  the  tardy  ap- 
pearance of  the  discolouration,  its  great  extent  and  long  continuance, 
showed  that  the  extravasation  was  very  extensive  and  dee])-seated 
(beneath  the  muscles  of  the  calf);  and  hence  that  the  injury  must  have- 
been  a very  severe  one,  for  such  an  extravasation  could  only  be  pro- 
duced in  a perfectly  healthy  individual  by  great  violence.  The  case 
was  as  follows; — A ladv  was  seated  in  a second  class  railwav  carriage 
when  a collision  occurred.  She  was  first  thrown  forwards,  then  back- 
wards, and  in  falling  backwards  the  calf  of  the  left  leg  came  in  violent 
contact  with  the  edge  of  the  seat  on  which  she  had  been  sitting.  Great 
pain  and  tenderness  on  pressure  were  complained  of,  and  there  was 
some  swelling  of  the  calf;  but  for  .several  days  no  other  local  indica- 
tions of  a bruise  were  seen.  At  the  end  of  ten  days  discolouration 
began  to  ap])ear.  Ultimately  the  whole  leg  from  the  knee  to  the  ankle 
was  deeply  ecchymosed ; the  discolouration  la.sted  several  weeks.  In 
addition  to  the  injury  to  the  leg,  there  was  much  pain  and  stiffness  in 
the  hip  and  back,  and  marked  .symptoms  of  general  nervous  shock  : 


PltAGTIOAL  MEDICINE  AND  MEDICAL  DIAGNOSIS. 


o o 

oo 

l>iit  to  these  syiuptoms,  ami  the  many  other  points  of  interest  connected 
with  the  case,  I need  not  now  refer. 

The  health  history  prior  to  the  present  illness. — (Some  autho- 
rities recommend  that  this  part  of  the  impiiry  sliould  he  deferred 
until  the  ‘ present  state  ’ of  the  patient  has  been  investigated.  I 
prefer  to  take  it  here,  adding  any  particulars  wliich  may  be  subse- 
quently elicited.)  In  inquiring  into  the  previous  health  of  the  pa- 
tient, the  physician  should,  in  the  first  place,  get  a general  statement 
whether  the  patient’s  liealth  has  been  good  or  bad,  and  should  next  en- 
deavour to  elicit  a history  of  those  illnesses  which  are  likely  to  have 
had  a direct  bearing  on  his  present  state  of  health ; or,  which  show  the 
])athological  leanings  or  failings  of  his  constitution.  Tact,  discrimina- 
tion and  knowledge,  are,  as  1 have  previously  explained,  essential  in 
order  to  ascertain  these  points  with  rajhdity  and  accui-acy,  and  to  elicit 
all  that  is  of  importance  and  pass  by  all  that  is  unnecessary.  It  is  in 
many  cases  necessary  to  ask  leading  c{uestions ; in  a case  of  supposed 
abscess  of  the  liver,  for  example,  the  patient  must  be  (piestioned  with 
regard  to  a history  of  dysentery ; in  a case  of  enlarged  spleen,  with  re- 
gard to  a history  of  ague,  etc.  It  is  often  of  great  importance  to  deter- 
mine whether  the  patient  has  suffered  from  syphilis.  IMen  should  be 
questioned  directly  on  the  point : when  the  physician  feels  confident, 
from  the  symptoms  and  appearances,  that  there  is  a syphilitic  history,  it 
is  better  to  ask  the  patient  lohcn  he  had  the  disease,  rather  than  if  he 
has  had  any  venereal  affection  ; many  persons  who  are  truthful  in  other 
respects  do  not  hesitate  to  deny  syphilis.  When  the  question  is  put 
in  the  way  I have  indicated,  they  see  that  the  doctor  understands  all 
about  the  matter,  and  at  once  confess.  It  is  only,  however,  when  the 
physician  feels  quite  confident  in  his  opinion  that  the  question  should 
be  put  in  this  manner,  for  if  the  patient  has  not  had  the  disease,  he  is 
apt  to  be  indignant,  and  the  practitioner  to  find  that  he  has  made  an 
awkward  mistake.  When  it  is  evident  that  the  patient  is  keeping  back 
something,  it  is  sometimes  a good  plan  to  leave  that  subject  for  a time, 
and  to  return  to  it  when  his  confidence  in  the  junctitioner  is  perhaps 
greater.  When  a history  of  a venereal  sore  has  been  obtained,  it  must 
not  be  too  hastily  concluded  that  it  was  syphilitic ; when  there  were 
secondary  symptoms  there  is  of  course  no  room  for  doubt. 

In  women  it  is  often  difficult  or  impossible  to  get  a direct  history 
of  syphilis ; it  is  a delicate  thing  to  question  a virtuous  woman  on  this 
point.  In  women  a chancre  is  more  apt  to  pass  unnoticed  than  in 
men  ; and  many  women,  even  if  they  know  that  there  has  been  a local 
sore,  are  quite  ignorant  of  its  true  significance.  Under  such  circum- 
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stances  the  physician  has  to  rely  upon  indirect  and  collateral  evidence  ; 
to  ([uestion  the  patient  as  to  sore  tliroat,  skin  eruptions,  loss  of  hair, 
iritis,  and  other  secondary  or  tertiary  manifestations  ; to  ask  if  she  has 
had  any  miscarriages  or  dead-born  children ; to  inquire  into  the  health 
of  the  children,  whether  they  suffered  from  ‘ snaffles,’  if  they  had  any 
skin  eruptions  soon  after  birth,  and  if  so,  their  exact  character  and  the 
parts  of  the  body  which  were  affected  ; to  see  if  their  (permanent)  teeth 
are  syphilitic,  if  there  are  any  fine  scars  at  the  angle  of  the  mouth, 
opacities  of  the  cornea,  etc. 

The  habits,  mode  of  life,  general  circumstances  and  surrouiuhngs  of 
the  patient,  must  next  be  investigated.  The  kind  of  life  he  leads,  his 
hours  of  getting  up,  eating,  and  going  to  bed ; the  amount  and  kind 
of  e.xercise  he  takes;  the  amount  and  kind  of  food  he  eats;  his  habits 
as  regards  alcoholic  liquors  and  tobacco ; the  amount  and  sort  of  recrea- 
tion and  holiday  he  takes  ; the  presence  or  absence  of  business  and 
domestic  woi  ries ; and  many  other  points,  the  special  importance  of 
which  will  l)e  more  particularly  insisted  upon  when  the  examination 
of  the  digestive,  circulatory,  nervous,  and  other  systems,  is  described 
in  detail. 

The  Family  History. — A careful  impiiry  into  the  family  history 
is,  in  many  cases,  of  the  greatest  importance,  for  tlie  jxxthological  pe- 
culiarities are  handed  down  from  parent  to  child,  just  as  anatomical 
and  physiological  ones.  Phthisis,  gout,  scrofula,  various  nerve  diseases 
(such  as  epilepsy,  insanity,  progressive  muscular  atrophy),  rheumatism 
and  cancer  may  be  mentioned  as  illustrations.  A knowledge,  therefore, 
of  the  hereditary  morbid  tendencies  and  tissue  peculiarities  of  the  pa- 
tient is  of  the  greatest  practical  importance,  l)oth  for  the  prevention  of 
disease  and  for  its  proper  management  and  treatment  when  actually 
present.  It  is  here  more  especially  that  the  family  medical  attendant 
has  such  an  advantage  over  the  consultant. 

Life  assurance  companies  very  rightly  demand  a careful  impiiry  . 
into  the  family  history,  for  the  hereditary  tendencies  of  the  patient 
and  the  nature  of  the  diseases  with  which  his  near  relatives  have  been 
affected,  are  important  both  in  a positive  and  a negative  sense.  The 
medical  referee  should  indeed  remember,  that  the  interest  of  the  appli- 
cant for  insurance,  as  well  as  of  the  insurance  office,  should  be  attended 
to.  When,  for  instance,  a near  relative  has  died  of  acute  pulmonary 
disease,  it  is  for  the  best  interests,  both  of  the  proposer  and  of  the  com- 
pany, that  the  physician  should  endeavour  to  determine  with  certainty 
whether  the  attack  was  one  of  acute  croupous  pneumonia  or  of  acute 
phthisis. 
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In  investigating  the  ‘family  history’  the  physician  should,  in  the 
first  place,  endeavour  to  obtain  a general  statement  whether  the  patient’s 
relatives  (both  on  the  side  of  the  father  and  of  the  mother)  are  long  or 
short  lived,  healthy  or  delicate;  and  in  the  second,  a specific  statement 
as  to  the  special  forms  of  disease  with  which  they  are  liable  to  be 
affected.  This  information  may  sometimes  be  made  more  striking  and 
diagrammatic  if  it  is  arranged  in  a tabular  form  (see  foot  note^),  or  in 
accordance  with  the  plan  recommended  by  my  friend  Dr  Leslie  of 
Falkirk.^  Tn  hospital  practice  it  is  often  difficult  or  impossible  to  get 
detailed  information  of  this  description,  for  even  well-educated  person.s 
may  be  unacquainted  with  the  necessary  particulars.  The  tendency 
that  there  is  to  keep  secret  some  hereditary  diseases  (such,  for  instance, 
as  insanity,  cancer,  epilepsy),  must  not  be  forgotten.  It  must  also  be 
remembered  that  it  is  not  always  the  same  disease  which  is  handed  down 
from  parent  to  child.  This  statement  applies  more  especially  to  affections 
of  the  nervous  system  ; a parent  may  be  simply  ‘nervous,’  ‘hysterical,’  or 
unstable ; the  children  may  be  epileptic ; the  grandchildren  insane ; or, 
instead  of  the  pathological  condition  increasing  with  succeeding  genera- 
tions, it  may  gradually  diminish  and  ultimately  disappear.  The  child, 
it  must  ever  be  remembered,  represents  both  parents;  the  bad  or  pa- 
thological qualities  of  one  are  doubtless  often  corrected  or  counter- 
balanced by  the  good  (physiological  or  normal)  of  the  other.  When 
both  parents  have  the  same  pathological  tendencies,  as  is  likely  to  be 
the  case  when  near  relatives  {e.g.  first  cousims)  intermarry,  the  child 
will  probably  manifest  the  morbid  peculiarities  and  tendencies  in  a 
much  stronger  degree  than  either  of  them  ; it  must  not,  however,  be 
forgotten  that  the  good  qualities  tend  to  be  strengthened  in  the  same 
way  as  the  bad.  It  is  important  that  these  facts  should  be  known  to 
parents,  and  that  they  should  endeavour  to  impress  them  upon  their 


' Tabular  Statement  for  recording  the  Family  History. 


Age,  if  Living. 

Healthy  or 
otherwise. 

Special  diseases 
to  which  liable. 

Ago  at  Death. 

Of  what  disease.  j 

Father ...  | 

Mother  .. 

Nuniberand  age, 
if  Living 

Healthy  or 
otherwise. 

Special  diseases 
to  which  liable. 

Number  and  Age. 
if  Dead 

Of  what  disease. 

Brothers 

Sisters ... 

Children 

Note.  In  many  cases  it  is  necessary  to  make  a more  minute  inquiry,  and  to  ascer- 
tain the  health  history  of  the  patient’s  giaudparents,  uncles  and  aunts,  cousins,  etc. 

^ See  Transactions  of  Ed.  Med.  Chir.  Society,  1 SSI -82,  p.  111). 
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children,  for  undoubtedly  some  marriages,  which  are  exceedingly  in- 
judicious from  a health  point  of  view,  would  thereby  be  prevented. 

In  some  cases  hereditary  disease  chiefly  affects  the  males  of  a family, 
but  is  transmitted  for  the  most  part  through  the  females  (see  fig.  3); 
gout,  tlie  hfeniorrhagic  diathesis,  and  pseudo-hypertrophic  paralysis  are 
excellent  illustrations.  The  term  atavism,  (from  the  Latin  atavvs,  a 
forefather)  is  given  to  the  condition  in  which  there  is  the  re-appearance 
in  an  individual  of  some  anatomical,  physiological,  or  pathological  con- 
dition which  was  present  in  an  ancestor,  not  the  immediate  parent. 

YEATOX. 


Son,  bleeder.  Daughter.  Daughter.  Daughter.  Daughter.  Daughter. 


Son,  bleeder.  Three  daughters. 

I 

Son,  bleeder. 


Son,  bleeder.  Daughter ; Daughter, 
children  not  bleeders. 


Son,  bleeder.  Daughter.  Daughter. 

I I 

Son,  bleeder.  | | 

One  son  Four  daughters, 
bled  to  death. 


Son,  bleeder.  Daughter.  Daughter.  Daughter. 

I I I 

Twin  boys,  bleeders.  Son,  not  a bleeder.  Son,  not  a bleeder. 


Son,  a bleeder.  Son,  bleeder.  Daughter. 

Fir„  3. — CAar(  showing  the  hereditary  transmission  of  II wmophilia  in  the  Yeaton  family. 

(After  Gould.)' 

In  many  cases  it  is  not,  of  course,  tlie  actual  disease  which  is  trans- 
mitted from  parent  to  child,  but  a tendency  to  be  affected  by  some  ex- 
citing cause  or  morbid  stimulus  which  is  incapable  of  acting  upon  the 
ordinary  run  of  persons.  It  is  probable,  for  example,  that  phthisis  is 
only  hereditary  in  this  sense,  that  a peculiar  weakness  or  vulnerability 
of  lung  tissue  is  transmitted,  that  this  predisposes  the  individual  to 
attacks  of  pulmonary  catarrh,  and  that  a suitable  local  condition  or 
nidus,  in  which  the  tubercle  bacillus  (which  those  of  us  who  live  in 
‘ Copied  from  Pepper's  Xy.«^€7n  of  Medicine,  vol  iii.  p.  9.33. 
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towns  ure  probably  ini laling  every  day)  can  live  and  develop,  is  thereby 
established.  Possibly,  however,  the  tubercle  bacillus  may  itself  be  able 
to  irritate  and  produce  disease  in  the  lungs  of  persons  possessing  the 
hereditary  tendency  (irrespective  of  the  occurrence  of  any  catarrhal 
nidus,  such  as  the  tornier  view  supposes  necessary),  whereas  it  is  quite 
innocuous  to  the  great  majority  ot  persons.  The  former  view  is,  in  my 
opinion,  the  most  probable,  and  it  is  of  the  greatest  practical  importance, 
lor  it  shows  that  even  where  the  hereditary  tendency  to  phthisis  is 
strongly-developed,  a very  great  deal  can  be  done  in  the  way  of  guard - 
ing  against  and  preventing  the  actual  onset  of  the  disease.  I should 
])erhaps  add,  that  bad  feeding,  mental  anxiety,  everything  in  short 
which  depresses  the  general  tone  and  vital  powers,  probably  act  as  con- 
tributory predisposing  causes,  and  render  the  pulmonary  tissues  (if  wc 
adopt  the  first  theory)  more  susceptible  to  attacks  of  localised  catarrh, 
or  (it  we  adopt  the  second)  to  the  irritating  influence  of  the  bacillus. 

THE  PRESENT  CONDITION. 

The  investigation  into  the  present  condition  or  actual  state  of  the 
patient  when  he  comes  under  the  notice  of  the  physician,  is  by  far  the 
most  important  part  ot  the  examination.  In  hospital  practice,  more 
especially  in  acute  cases  in  which  the  symjjtoms  and  physical  signs 
develop  quickly  and  undergo  rapid  moditications,  the  examination  should 
be  made  as  soon  after  admission  as  possible,  the  date  at  which  it  is  made 
being  entered  in  the  notes.  In  private  practice  the  present  condition 
is  of  course  fully  investigated  at  the  first  visit. 

The  Physiog’nomy  of  the  case.— (By  the  term  phy.sioguomy  of  the 
case,  I mean  not  only  the  facial  ajDpearance  or  physiognomy  commonly 
so  termed,  but  the  tout  ensemble  of  the  case,  including  the  facial  appear- 
ance, state  of  nutrition,  condition  of  the  breathing,  posture,  gait,  etc.;  in 
short  everything  which  the  physician  observes  in  connection  with  the 
patient,  exclusive  of  the  facts  which  are  observed  by  the  physical  ex- 
amination of  the  different  organs  and  systems,  which  will  be  afterwarils 
described). 

While  the  preliminary  facts  and  previous  history  are  being  elicited, 
the  physician  is  both  consciously  and  unconsciously  forming  an  opinion 
as  to  the  nature  of  the  case ; excluding  this  or  that  condition,  narrowing 
the  inquiry,  limiting  the  disease  to  this  or  that  system  or  organ ; and 
in  some  cases  coming  to  a positive  conclusion  as  to  the  exact  nature  of 
the  morbid  j)rocess.  His  conclusions  are  based  iqDO]i  the  impression 
which  tlie  whole  appearance,  conduct  and  bearing  of  the  patient, — in 
other  words,  the  physiognomy  of  the  case — make  upon  his  mind,  and 
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this  iiiipression  necessarily  guides  the  oral  exaininatioii  and  suggests 
([uestions  botli  as  to  the  previous  history  and  the  present  complaints. 

The  value  of  an  opinion  based  upon  the  physiognomy  of  the  case 
in  other  words,  of  a physiognomic  or  off-hand  diagnosis — varies  with  the 
nature  of  the  disease  and  the  practical  experience  of  the  practitioner. 
In  some  cases  it  is  possible  at  a glance  to  wimc  the  disease,  but  this, 
although  the  most  important,  is,  after  all,  only  the  first  step  towards  a 
complete  diagnosis.  It  is  only,  too,  in  a comparatively  small  number 
of  cases  that  disease  produces  such  distinct  external  manifestations  that 
it  can  with  certainty  be  recognised;  first  impressions  and  hasty  conclu- 
sions, though  they  sometimes  lead  to  very  brilliant  residts  and  dazzle 
students,  are  apt  to  be  erroneous.  A sharp  man  of  wide  experience 
has  no  difficulty,  in  many  cases,  in  drawing  conclusions  with  so  much 
rapidity  and  precision,  that  his  knowledge  seems  intuitive,  and  his  con- 
clusions almost  miracnlous  to  the  inexperienced.  The  temptation  to 
be  brilliant  in  this  way  is  a strong  one — for  after  all  there  is  no  genius 
required — but  it  should  not  be  encouraged ; men  who  are  in  the  habit 
of  diagnosing  cases  off-hand,  every  now  and  again  make  huge  mistakes; 
really  good  diagnosticians  who  aim  at  coming  to  the  best  po.ssible  con- 
clusion in  every  case,  and  at  acquiring  the  reputation  of  giving  thor- 
oughly sound  and  relialde,  rather  than  quick  and  uncertain  opinions, 
are  careful,  while  giving  due  weight  to  the  physiognomic  appearances, 
not  to  be  led  away  by  them,  but  to  suspend  their  judgment  and  to 
defer  coming  to  a conclusion  until  they  have  made  themselves  ac- 
(piainted  with  all  the  facts  of  the  case.  In  short,  the  physiognomic 
appearances,  although  most  valuable  and  suggestive,  should,  in  most 
cases,  be  taken  rather  as  a guide  to  the  course  and  plan  of  tlie  exam- 
ination (both  oral  and  physical),  and  as  suggestors  of  special  lines  of 
investigation,  than  as  the  chief  data  on  which  the  diagnosis  is  to  be 
founded.  It  must  not,  however,  be  forgotten  that  ‘ the  experience  of 
years  and  the  critical  appreciation  of  the  human  form  under  a great 
variety  of  conditions,  normal  and  abnormal,  gives  to  the  physician,  in 
many  cases,  a ])Ower  akin  to  that  of  the  artist,  incommunicable  by 
words;  an  instinct  of  divination,  so  to  speak,  by  which  the  true  cliar- 
acter  and  the  history  of  the  organism  may  be  read  in  tlie  external 
features  and  physical  characteristics  ; and  this  not  only  as  to  health 
and  disease,  but  as  to  all  the  leading  elements  of  character’  (Gairdner).^ 

With  these  i)reliminary  remarks,  1 may  now  describe  a little  more 
in  detail  the  information  which  is  to  be  legitimately  derived  from  the 
physiognomy  of  the  case. 

Firstly,  the  experienced  and  intelligent  observer  is  able,  in  most 

' Clinical  Manual  for  the  study  of  medical  cases,  by  James  Finlayson,  m.d.  , p.  8. 
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cases,  to  form  an  opinion  as  to  whether  the  jDatient  is  seriously  ill  or 
not,  for  most  grave  aftections,  when  sulticiently  far  advanced,  are  attended 
V ith  marked  external  alterations.  There  are,  however,  notable  excep- 
tions to  this  general  statement;  in  many  cases  of  aneurism  of  the 
thoracic  aorta,  lor  instance,  the  patient  presents  all  the  appearances  of 
good,  it  may  even  he  ol  robust  health,  and  yet  his  life  may  literally 
hang  upon  a thread,  tor  at  any  moment  tlie  aneurismal  sac  may  burst. 

Secondly,  in  a large  proportion  (jf  cases,  the  physiognomic  appear- 
ances enable  the  physician  to  determine  the  particular  system  or  organ 
wliich  is  chietly  affected,  or  at  all  events,  to  say  that  the  condition  is 
in  all  probability  due  to  one  or  other  of  a certain  group  of  diseases. 
When,  for  example,  the  patient  is  markedly  emaciated,  the  physician 
at  once  thinks  oi(a)  those  conditions  which  interfere  with  the  introduc- 
tion into  the  body  of  a sutlicient  amount  of  nourishment,  such  as  poverty, 
obstruction  in  the  gullet,  cancer  of  the  stomach,  obstinate  vomiting, 
etc. ; (h)  those  conditions  attended  with  profuse  waste,  such  as  fevers, 
phthisis,  diabetes  mellitus ; (c)  certain  forms  of  malignant  disease 
which  we  know  by  experience  are  accompanied  by  marked  emaciation, 
such  as  lympho-sarcomatous  enlargement  of  the  lymphatic  glands,  etc. 
xVgain,  when  there  is  great  dyspnoea,  and  the  patient  is  cyanotic,  en- 
largement of  the  right  side  of  the  heart,  with  primary  cardiac  or  lung 
disease,  is  at  once  suggested.  When  the  patient  is  markedly  auevunic, 
the  physician  at  once  asks  if  there  has  been  any  loss  of  blood  or  drain 
from  the  system  (such  as  prolonged  suppuration,  albuminuria,  etc.),  and 
proceeds  to  examine  the  microscopical  characters  of  the  blood,  the  con- 
dition of  the  spleen,  lymphatic  glands,  stomach,  intestine,  kidneys,  etc., 
until  he  arrives  at  the  cause  of  the  anaemia;  or,  if  he  is  unable  to  dis- 
cover any  cause,  and  the  case  is  not  one  of  ordinary  chlorosis,  he  con- 
cludes that  the  anaemia  is  idiopathic.  When  there  is  deeji  jaundice, 
he  at  once  thinks  of  the  liver,  duodenum,  and  pancreas  as  likely  seats  of 
the  disease,  and  directs  his  examination  accordingly.  In  cases  of  dropsy, 
the  condition  of  the  heart,  the  kidneys,  and  the  blood  are  specially  in- 
vestio'ated.  When  there  is  coma  or  a convulsion,  the  condition  of  tlie 
nervous  system,  more  particularly  of  the  brain,  is  first  examined.  In 
cases  of  delirium,  the  presence  of  a fever,  such  as  typhus,  of  alcoholic 
intoxication,  of  delirium  tremens,  or  of  inllammation  of  tlie  meninges 
of  the  brain  is  suspected.^ 

> No  attempt  has  been  made  to  enumerate  nil  tlie  causes  of  emaciation,  cyanosis, 
antemia,  and  the  other  symptoms  given  as  illustrations.  Each  of  these  symptoms  will 
be  afterwards  more  fully  considered  ; emaciation  under  tlie  derangements  of  tlie  diges- 
tive organs  ; cyanosis  under  the  diseases  of  the  circulation  : anauiiia  in  connection  with 
diseases  of  the  spleen,  etc. 
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TkinlLi),  ill  some  cases  the  physiognomic  appearances  enable  tlie 
])hysician  to  name  the  disease  with  certainty;  chorea,  mumps,  exopli- 
thalniic  goitre,  pseudo-hypertrophic  paralysis,  rickets,  and  many  skin  dis- 
eases, such  as  lupus,  acne  rosacea,  and  rupia,  may  be  given  as  illustrations. 

Fourthly,  in  many  cases  in  which  there  are  no  distinct  external 
evidences  of  the  disease  actually  present,  there  are  apiiearances  (for  in- 
stance the  scars  of  scrofulous  abscesses  in  the  neck,  the  sunken  nose 
or  mis-shaped  teeth  of  congenital  syphilis)  which  are  indicative  of  former 
diseases,  and  which  show  the  constitutional  and  pathological  tendencies 
of  the  patient.  These  indications  are  often  of  the  greatest  practical 
value,  for,  as  I have  previously  insisted  upon,  it  is  essential  to  observe  the 
ditferences  in  constitution  and  organisation  which  different  individuals 
present,  to  regard,  in  fact,  each  patient  not  merely  as  a case  of  this  or 
that  disease,  but  as  an  individual  possessing  distinct  tis.sue  peculiarities 
on  which  the  special  disease  for  which  he  comes  under  observation  is, 
as  it  were,  grafted,  and  by  which  the  characters  and  course  of  that 
disease  are,  in  many  cases,  most  materially  modified. 

It  will  perhaps  be  well  to  define  here  certain  terms  (temperament, 
diathesi.s,  etc.)  which  have  been  used  to  express  some  of  these  constitu- 
tional differences  and  peculiarities. 

Temperament. — The  older  physicians  used  to  attach  great  import- 
ance to  differences  of  temperament,  and  were  in  the  habit  of  arranging 
or  classifying  different  individuals  in  four  groups,  viz.;  the  sanguine, 
nervous,  bilious,  and  lym'phatic,  temperaments,  as  they  were  termed,  each 
of  which  was  supposed  to  have  distinctive  external  characteristics,  and 
tlie  members  of  which  were  supposed  to  be  liable  to  different  forms  of 
disease.  My  esteemed  teacher,  the  late  Professor  Lay  cock,  attached  the 
greatest  importance  to  these  external  characteristics : ‘ He  recognised 
six  divisions — first,  persons  nervously  active  from  predominant  innerva- 
tion ; secondly,  those  with  predominant  sanguification  and  activity  of 
the  vascular  and  muscular  systems ; thirdly,  those  in  whom  both  in- 
nervation and  muscular  activity  are  predominant,  and  this  existing 
with  also  predominant  carbon  deposit  or  excretion — the  fibrous  or  bili(nis 
temperament ; fourthly,  when  the  muscular  system  is  well  developed, 
but  neither  sanguification  nor  innervation  predominant,  and  there  is  a 
decided  tendency  to  the  deposit  of  fat — the  phlegmatic  temperament; 
fifthly,  those  who  are  defective  as  regards  innervation,  sanguification, 
and  muscular  and  vascular  activity — the  lymphatic  temperament;  and, 
sixthly,  those  in  whom,  with  defective  innervation,  sanguification,  and 
vascular  activity,  there  is  a combined  tendency  to  carbon  deposit — the 
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mdanclwlic  tem'pc.r ament ]\Ir  Hutcliiiisoii  defines  ‘ tlie  term  tempera- 
ment as  applicable  to  the  sum  of  the  physical  peculiarities  of  an  in- 
dividual, exclusive  of  all  definite  tendencies  to  disease.’  ‘ Difl'erent 
temperaments,’  he  says,  ‘ are  to  be  assumed  to  give  some  degree  of 
peculiarity  to  morlud  processes,  when  such  have  been  induced  by  other 
causes,  but  they  do  not  in  themselves  involve  any  special  proclivity. 
When  most  strongly  marked,  temperament  is  still  consistent  with  tlie 
enjoyment  of  perfect  health.’-  Mr  Hutchinson  doubts  whether,  in  a 
large  majority  of  cases,  there  do  really  exist  in  persons  as  yet  in  perfect 
health,  any  peculiarities  by  which  \ve  can  predicate  or  discriminate  tlie 
‘ fundamental  mode  of  vital  activity;’  in  other  words,  the  temjnrament , 
as  Laycock  defined  it,  of  the  individual.  ‘Whosoever,’  lie  says,  ‘will 
set  himself  the  task  of  attempting  to  classify  a given  number  of  indi- 
viduals according  to  their  temperaments  will,  I think,  soon  find  himself 
baffled.  He  will  discover  that  he  is  mistaking  for  criteria  of  tempera- 
ment conditions  which  are  simply  indicative  of  youth  or  age,  of  health 
or  disease,  or  the  effects  of  past  anxiety  or  trouble,  or  of  comparative 
immunity  from  them.  Just  as  the  physiognomist  ought  carefully  to 
exclude  from  his  estimate  of  the  original  and  inborn  character  of  a 
man  those  traits  of  expression  which  have  come  to  him  through  the 
wear  and  tear  of  life,  and  keep  closely  to  the  original  features,  so 
should  the  student  of  temperament  scrupulously  reject  all  that  has 
been  superadded,  and  which  is  in  a sense  accidental.  Temperament, 
as  I have  endeavoured  to  define  it,  concerns  the  original  inherited 
organisation  of  the  individual,  and  does  not  include  anything  which  is 
the  result  of  the  influences  to  which  his  life  has  exposed  him.  That 
which  has  accrued  to  him  during  life  goes  to  produce  or  aggravate 
diathesis,  but  can  do  nothing  in  modification  of  temperament,^  . . . 

He  will  find,  moreover,  unless  I am  much  mistaken,  that  if  he  attempts 
to  go  beyond  mere  complexion,  there  are  not  more  than  two  or  three 
in  the  dozen  whom  he  can  with  any  degi’ee  of  confidence  assign  to 
special  temperaments.  As  to  complexion  itself,  the  further  he  goes 
the  more  he  will  have  to  confess  that,  putting  various  conditions  of 
sanguification  aside  as  being  in  many  persons  dependent  upon  varying 
states  of  health,  he  can  after  all  classify  the  complexions  themselves 
only  in  reference  to  pigmentation.  The  varying  degrees  of  dark,  fair, 
or  red  constitute  almost  the  sole  individual  peculiarities  of  the  com- 
plexion which  are  not  altered  by  disease  or  diet. 

But  while  IMr  Hutchinson  doubts  our  ability  to  distinguish  the 

‘ I (juote  from  Mr  Jonatlian  Hutchinson,  wliosc  masterly  lectures  on  The  I’etligree 
of  Hisease,  I would  strongly  advise  all  my  readers  to  peruse  for  themselves. 

= Loc.  cit.  p.  3.  ^ Loc.  cit.  p.  5.  ■*  Loc.  cit.  p.  7. 
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teinperainent  or  original  vital  endownieiit  of  the  individual,  he  by  no 
means  doubts  its  existence,  as  the  following  quotation  shows : — ‘ I have 
said  so  much  in  disparagement  as  well  of  the  general  as  of  the  special 
signs  which  liave  been  held  to  indicate  temperament,  that  I fear  it  may 
be  suspected  that  I almost  doubt  the  reality  of  temperament  in  itself. 
If  I had  given  that  impression  let  me  hasten  at  once  to  remove  it. 
Tliere  can  be  no  question  whatever  as  to  tlie  reality  of  the  difference 
between  individuals,  nor  any  doubt  as  to  tlie  importance  of  the  re- 
cognition of  those  differences  by  the  medical  practitioner.  By  far  the 
commonest  error  of  the  prescribe!’,  and  one  which  most  interferes  witli 
Ids  success,  is  the  easy-going  habit  of  regarding  all  persons  as  alike, 
and  recognising  differences  only  in  their  diseases ; or,  to  put  it  in  other 
language,  of  ignoring  the  predisposing  causes,  and  taking  account  only 
of  immediate  ones.  The  farmer  who  w’ould  succeed  in  his  pursuits 
must  not  content  himself  with  making  sure  that  he  has  sown  good  seed, 
and  according  to  the  most  approved  methods.  He  must  go  further  back 
to  take  knowledge  of  the  nature  of  the  soil  with  whicli  he  has  to  deal, 
of  the  crops  which  it  has  previously  borne,  and  of  the  manures  whicli 
have  been  used.  It  is  much  tlie  same  with  us  in  the  diagnosis  and 
treatment  of  disease.  In  addition  to  the  primary  or  exciting  cause, 
M’hich  is  of  paramount  importance,  we  have  various  others  which  may 
perhaps  be  conveniently  classed  together  under  the  term  contributory, 
since  they  contribute  to  control  and  modify  final  results.  Amongst 
these,  temperament — the  original  vital  endowment  of  the  individual — 
is  unquestionably  a real  force,  and  one  which  we  would  most  gladly 
recognise  and  estimate  if  we  could.  The  scepticism  which  I have  been 
expressing  applies  not  to  the  reality  of  the  thing,  but  to  our  ability  to 
discriminate  it.’^ 

Diathesis. — The  term  diathesis  is  defined  by  Mr  Hutchinson  to  be 
‘ any  bodily  condition  however  induced,  in  virtue  of  which  the  indi- 
vidual is,  through  a long  period,  or  usually  through  the  whole  life,  prone 
to  suffer  from  some  peculiar  type  of  disease.  Some  diatheses,’  he  says, 
‘ are  inherited,  others  acquired — of  some  the  effects  are  permanent  and 
constant ; of  others,  they  are  transitory  or  recurrent  after  intervals 
of  health.  The  term  should,  however,  never  be  applied  to  any  condi- 
tion of  health  which  is  expected  to  pass  away  and  leave  no  trace,  for 
the  idea  of  persistency  in  some  sense,  is  always  implied.’  ^ The  term 
diathesis,  then,  implies  a proclivity  or  tendency  to  disease,  not  actual 
present  disease,  it  may,  therefore,  be  applied  to  a person  who  is  per- 
fectly well. 


' Loc.  cit.  p.  21. 
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I he  distinction  hetween  teniperanient  and  diathesis. — According  to 
]\Ir  Hutcliinson,  \vq  may  say  that  ‘ the  former  (temperament)  is  a matter 
ot  physiology,  and  the  latter  (diathesis)  of  disease,  and  that  tlie  formei- 
term  is  applical)le  only  to  peculiarities  which  are  a part  of  the  original 
organisation  of  the  individual,  vdiilst  the  latter  may  he  ac(piired  as  well 
as  inherited.  Thus  inherited  diathesis  is  more  often  than  not  entirely 
latent  at  the  time  of  birth  and  is  susceptible  of  aggravation,  or  in  some 
cases  of  cure  in  after-life.  Such  alterations  are  not  possible  in  the 
constitutional  peculiarities  which  we  name  as  temperament.’  ^ 

Dyscrasia,  Cachexia. — These  terms  do  not  merely  imply  a pro- 
clivity or  tendency  to  disease,  hut  they  denote  that  a condition  of  dis- 
ease is  actually  ])resent. 

Idiosyncracy. — The  term  idiosyncracy  may  be  applied  to  any 
extraordinary  peculiarity  of  constitution  which  is  not  present  in  the 
great  majority  of  healthy  persons.  A knowledge  of  the  special  peculi- 
arities and  susceptibilities  of  this  description  is  often  of  great  value. 
The  following  are  illustrations  of  idiosyncracies : To  some  iDersons 
mutton,  strawberries,  or  other  articles  of  diet,  M'hich  tlie  great  majority 
of  persons  enjoy,  act  as  poisons,  jrroducing  violent  vomiting  or  diarrhoea. 
Opium,  which  usually  produces  constipation,  in  some  persons,  even  when 
given  in  minute  doses,  produces  diarrhoea.  Iodide  of  potassium,  even 
in  small  doses,  in  some  persons  produces  severe  skin  eruptions,  or  even 
fatal  effects.  Some  persons  are  altogether  insusceptible  to  the  poison 
of  the  specific  fevers ; others,  on  the  contrary,  are  unduly  susceptible, 
and  take  the  same  fever  over  and  over  again,  whenever,  in  fact,  they 
are  exposed  to  it.  These  peculiarities  of  constitution,  to  which  the 
term  idiosyncracy  is  applied,  are  congenital,  and  often  hereditary;  they 
are  usually  revealed  quite  accidentally,  and  do  not  necessarily  show 
any  proclivity  to  disease,  being  in  this  respect,  therefore,  quite  different 
from  the  diatheses.  They  usually  consist  of  some  temporary,  func- 
tional derangement,  the  basis  of  which  is,  in  all  probability,  some 
minute  structural  change  too  delicate  to  he  recognised.  But  in  addition 
to  these  functional  idiosyncracies,  as  we  may  term  them,  ]\Ir  Hutchin- 
son armies  with  great  force,  and  brings  forward  cases  to  show  that  con- 
genital  structural  peculiarity  may  entail  liability  to  local  disease,  and 
that  such  disease  may  be  locally  aggressive,  at  any  rate  for  a certain 
time,  perhaps  indefinitely.^  Peculiarities  of  this  description  he  pro- 
poses to  term  structural  idiosyncracies.  He  states  ‘ that  whenever  we 
find  a strictly  local  malady  wliich  develops  itself  in  all  instances  with 
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little  or  no  apparent  cause,  is  hereditary,  is  but  little  aggressive,  and 
only  in  a sort  of  accidental  way  influences  the  liealth  of  its  subject,  we 
are  entitled  to  suspect  structural  idiosyncracy.  Steatomata  on  the 
scalp,  lipoinata,  adenomatous  tumours  in  the  breast,  multiple  uterine 
fibroids,  milium,  whether  on  tlie  face  or  elsewhere,  and  a host  of  others, 
are  probably  examples  of  what  I have  tried  to  describe.’  ^ 

Fifthly. — By  observing  the  language  and  whole  conduct  and  bearing 
of  the  patient,  the  physician  is,  in  many  cases,  able  to  form  a tolerably 
accurate  conclusion  as  to  the  value  which  should  be  attached  to  his 
symptoms  and  complaints  ; whether  he  is  giving  a plain,  straightfor- 
ward statement,  or  whether  he  is  shamming,  exaggerating,  etc. 

There  has  been  no  attempt  in  the  sketch,  given  above,  to  describe 
the  physiognomic  appearances  of  individual  diseases  in  detail ; such  a 
description  would  be  out  of  place  here,  but  before  leaving  the  subject 
it  may  perhajDS  be  well  to  detail  the  points  to  which  the  attention  of 
the  observer  is  (consciously  and  unconsciously)  directed  when  the 
patient  first  conies  under  observation  ; in  other  words,  to  direct  atten- 
tion to  the  factors  which,  in  different  instances,  go  to  form  the  physiog- 
nomy of  the  case.  The  more  ini])ortant  points  are  as  follows : — 

The  state  of  nvtritmi,  as  determined  by  the  general  appearance, 
amount  of  fat,  muscularity,  body  weight  in  proportion  to  height,  etc. 
It  is  self-evident  that  satisfactory  conclusions  on  this,  and  indeed  on 
many  other  points  which  will  be  presently  mentioned,  can  only  be 
arrived  at  when  the  normal  state  of  the  patient  as  regards  the  special 
point  under  investigation — in  this  instance  the  state  of  nutrition, 
weight,  etc. — is  known. 

The  general  2)hysiquc  and  anatomical  conformation  of  the  liatient,  as 
determined  by  the  build  of  the  skeleton,  the  conformation  of  the  thorax 
and  other  parts,  the  complexion,  colour  and  character  of  the  hair,  the 
amount  of  fat,  muscle,  etc. 

The  strength  of  the  imticnt,  as  shown  Ijy  the  facial  exi)ression,  general 
manner,  movements,  gait,  voice,  etc. 

The  circumstances  in  ivhich  the  jmtient  is  jdaeed,  whether  up  and 
going  about  or  lying  in  bed ; in  the  latter  case  the  presumption  is  that 
the  patient  is  really  ill,  or  thinks  himself  so.  Too  much  importance 
must  not,  however,  be  attached  to  this  point. 

The  deenhitns. — (a)  Dorsal,  for  example,  in  great  general  weakness 
and  depression,  as  in  the  terminal  stages  of  typhoid  fever  ; (h ) lateral, 
as  in  many  unilateral  lung  affections,  such  as  pleurisy  with  effusion  ; 
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(c)  ill  the  position  of  orthopmea,  as  in  many  severe  cardiac  and  pnl- 
nionary  atfections,  such  as  advanced  mitral  disease,  congestion  or  oedema 
of  the  lungs,  severe  broncldtis,  more  especially  of  the  smaller  tubes, 
copious  pleuritic  effusion,  more  especially  ydieii  it  is  acute  and  bilateral, 
etc.;  (d)  special  p>ositions,  as  in  the  spasms  of  tetanus  or  strychnia 
poisoning,  psoas  abscess,  peritonitis,  etc. 

The  p>'>'Oportion  hetween  the  different  parts  of  the  hody ; the  p)resenee  of 
dropsiced  or  other  swellings,  etc. — ‘There  is,’  says  Gairdner,  ‘an  ideal 
relation  of  size  and  form  as  between  every  separate  part  of  the  Iniinan 
l)ody;  and  every  outward  and  inward  structure  contributes  an  e.xactly- 
balanced  proportion  to  the  whole  visible  result.  The  study  of  this  pro- 
portion, as  affected  by  disease,  and  as  modified  l>y  action  and  suffering, 
constitutes  the  physiognomy  of  disease.’  ^ The  presence  of  dropsy  of 
the  feet,  for  exain})le,  is  suggestive  of  cardiac  disease  ; dropsy  of  the  face 
of  renal  disease ; glandular  enlargements  of  the  neck  of  scrofula,  etc. 

The  expression  of  the  eountenance  as  indicative  of  anxiety,  grief,  pain, 
the  })rofound  depression  of  melancholia,  the  excitement  of  acute  mania, 
the  stupidity  of  the  idiot  and  imbecile ; the  pinched  features  of  col- 
la]ise,  rigor,  etc. 

The  colour  of  the  shin  and  confunctivoe,  the  condition  of  the  circula- 
tion in  the  superficial  ressels. — The  hue  of  the  lips,  nose,  ears,  and 
finger-tips ; the  condition  of  the  external  jugular  veins  in  the  neck, 
and  of  the  carotid  and  temporal  arteries,  are  specially  important. 

Amemia,  cyanosis,  jaundice,  the  bluish-grey  staining  of  the  skin 
(without  any  appearance  of  collapse),  produced  by  the  prolonged  use  of 
nitrate  of  silver ; the  leaden  hue,  with  pinclied  features  and  other  signs 
of  profound  collapse  in  cholera;  the  bronzing  of  Addison’s  disease;  the 
hectic  flush  on  the  cheeks  in  phthisis  ; the  pinkish  Hush  over  the  malar 
l)ones,  with  the  ivory-like  swelling  of  the  face  in  myxeedema,  may  be 
mentioned  in  illustration. 

The  prcscoice  of  a skin  eruption,  such  as  the  eruption  of  acne,  herpes, 
measles,  small-pox,  etc. 

The  condition  of  the  hreedhing  and  the  presence  of  symptoms  indicaticc 
of  derangement  or  disease  of  the  respiratory  organs,  such  as  dyspno?a, 
stridor,  cough,  alterations  in  the  character  of  the  voice,  etc. 

The  mental  conditmi,  as  shown  by  tlie  facial  expression,  manner 
and  bearing  of  the  patient,  his  conversation,  mode  of  answering  ques- 
tions, his  articulation,  dress,  etc. 

The  condition  of  the  motor  and  co-ordinating  nerve  apparatus. — Par- 
alysis,  for  instance,  may  be  indicated  by  the  immobility  of  some  part 
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(such  as  tlie  arm  ami  liaiul),  or  the  presence  of  some  deformity  (such  as 
tlie  twisting  of  the  features  in  Bell’s  paralysis,  droo[iing  of  the  upper  lid, 
the  ])resence  of  a squint,  etc.),  or  by  some  peculiarity  of  posture  or  gait. 

tiritchiiujs  and  connd.sions,  may  he  highly  suggestive,  as, 
for  instance,  the  twitchings  of  the  mouth  and  facial  muscles  in  general 
])aralysis  of  the  insane ; the  movement  of  the  hands  in  jiaralysis  agitans  ; 
the  irregular  jerkings  of  chorea ; the  }>eculiar  expression  in  trismus ; 
the  violent  movements  seen  in  epileptic,  hysterical,  and  tetanic  con- 
vulsions, etc. 

The  condition  of  the  hand,  suggestive  of  vigour,  langmu',  etc.^;  or  indi- 
cative of  distinct  and  definite  disease,  such,  for  exani])le,  as  the  nodose 
thickening  of  the  joints  in  chronic  rheumatic  arthritis,  the  wasted 
mu-scles,  and  l)ird-claw  a])pearance  of  progre.ssive  mu.scular  atropliy. 

The  odour  of  the  breath,  skin,  discharges,  etc.,  suggestive  of  alcoholic 
excess,  imemia,  gangrene  of  the  lung,  fevers,  typhus,  cancer  of  the 
u terns,  etc. 

The  Diagnosis. — This  should  he  fully  statetl,  the  primary  disease 
l)eing  first  specified,  and  then  the  secondary  and  tertiary  complications 
enumerated.  T need  not  enter  into  further  details,  for  the  subject  has 
been  fully  considered  in  the  introductory  chapter. 

The  Prognosis : immediate  and  remote. — After  having  com- 
])leted  the  examination,  and  presumably  come  to  a conclusion  as  to 
the  nature  of  the  case,  the  practitioner  must  be  prej)ared  to  give  an 
opinion  as  to  (a)  the  severity  of  the  attack,  the  dangers  which  it  in- 
volves, its  probable  duration,  course  and  termination — the  immediate 
prognosis;  and  (b)  the  results  which  may  remain,  the  effects  they  are 
likely  to  have  on  the  future  health,  the  risks  of  recurrence,  and  the 
precautions  which  the  patient  must  take  to  prevent  a return  of  the 
disease,  and  to  diminish,  so  far  as  possible,  the  .subse(pient  ill  effects  of 
the  present  attack — the  remote  prognosis. 

The  prognosis  i.s,  to  a large  extent,  based  ujmn  the  same  grounds  as 
the  diagnosis.  The  more  full  and  accurate,  therefore,  the  examination 
of  the  case,  the  more  accurate  will  be  the  prognosi.s. 

The  chief  points  to  vhicli  attention  is  to  he  directed  in  forming  the 
prognosis  are 

1.  The  nature  of  the  disease. — As  the  result  of  experience  we  know 
that  some  diseases  are  trivial,  others  serious,  others  fatal ; some  end 
either  in  death  or  in  conq)lete  recovery,  others  usually  leave  injurious 
results  behind  them,  etc.  Acute  croupous  pneumonia,  for  examjde,  is 
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a serious  disease,  which  is  often  fatal,  hut  M’liich,  when  it  is  recovered 
from,  seldom  leaves  permanent  damage. 

2.  The  sei'critj/  of  the  sjjccial  m>ie  under  observation. — In  order  to 
form  a correct  opinion  on  this  point,  knowledge  and  experience,  in  ad- 
dition to  a full  and  accurate  examination,  are  again  reipiired,  for  it  is 
necessary  to  contrast  the  symptoms  and  physical  signs  of  tlie  special 
case  under  observation  with  those  of  average  severity.  The  experienced 
practitioner  knows  that  a pneumonia  of  the  apex  of  tlie  lung,  both  as 
regards  the  immediate  and  remote  prognosis,  is,  as  a rule,  more  serious 
than  a pneumonia  of  the  base.  In  clironic  cases  the  effect  which  tin* 
lesion  has  already  produced  upon  the  organ  winch  is  primarily  affected, 
and  upon  the  other  systems  and  organs,  is  a most  important  point. 

8.  The  patient's  capability  of  resisting  the  disease,  and  the  power  of 
eoinpensation  he  imsscsses. — In  considering  this  point  a variety  of  cir- 
cumstances must  be  taken  into  account.  Tlie  following  are  some  of 
the  chief : — 

(a)  The  aye,  strength,  d-iathesis,  etc.,  of  the  patient. — Acute  croupous 
pneumonia,  for  instance,  is  almost  invariably  fatal  in  old  people ; dia- 
betes mellitus  is,  as  a rule,  mucli  more  serious  in  young  than  in  old 
people  ; syphilis  usually  runs  a severe  course  in  persons  of  a scro- 
fulous diathesis  ; a bronchial  catarrh  or  common  cold,  which  in  the 
majority  of  individuals  is  of  trivial  importance,  is  apt,  in  persons  of  a 
scrofulous  diathesis  to  run  on  to  phthisis. 

(b)  The  presence  of  associated  disease. — This  is  a most  important 
point.  Typhus  fever,  for  example,  is  almost  always  fatal  Avhen  the 
kidneys  are  diseased  or  when  there  is  a Aveak,  fatty  heart.  A trivial 
bronchial  catarrh  is  of  grave  significance  in  cases  of  stenosis  of  the 
larynx;  persons  whose  tissues  are  degenerated  by  alcoholic  exce.sses 
bear  acute  disease  badly — cholera,  for  example,  is  almost  invariably 
fatal  to  drunkards. 

(c)  The  habits,  circumstanees,  and  surroundings  of  the  patient  materi- 
ally modify  the  prognosis ; in  cases  of  mitral  regurgitation  patients  who 
are  obliged  to  follow  laborious  occupations,  vdio  are  Avorried  by  finan- 
cial or  other  matters,  Avho  are  badly  lioused,  ill  fed,  and  pooidy 
clothed,  Avho  are  unable  to  obtain  medical  advice,  or  aa'Iio  Avill  not  carry 
out  the  directions  of  their  medical  adA'isers,  Avho  are  exposed  to  the 
Aucissitudes  of  the  Aveather,  or  avIio  are  giA'en  to  excesses  of  any  kind, 
succumb  more  rpiickly  than  those  Avhose  circumstances  are  easy,  AA'hose 
hal)its  are  regular,  and  Avhose  surroundings  are  pleasant  and  favourable. 
In  those  Avho  are  unfavourably  situated  the  lesion  progresses  more 
quickly,  the  capabilities  of  resistance  are  not  so  great,  compensation 
more  rpuckly  fails,  and  complications,  such  as  bronchitis,  are  much 
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luovo  apt  to  arise.  In  all  ca.ses  the  aiuouiit  of  reserve  force  jjossessed 
by  the  organ  which  is  primarily  affected  and  by  the  other  organs  and 
tissues  ; in  other  words,  the  amount  of  compensation  which  can  be 
put  forth,  and  the  amount  of  resistance  wliich  can  be  opposed  to  the 
secondary  derangements  which  result  from  llie  primary  lesion,  are  most 
important. 

4.  The  effects  which  are  produced  hi/  treatment ; and  (in  chronic  cases) 
the  proi/ress'ive  or  stationari/  character  of  the  lesion. 


The  adoisahilitij  of  communicating/  to,  or  withho/dinfj  from  the  patient, 
the  exact  nature  of  the  disease,  is  a question  which,  in  some  cases,  requires 
careful  consideration.  When  the  opinion  is  favourable  it  should  at 
once  be  communicated.  A favourable  opinion,  confidently  expressed, 
is  of  itself  sutlicient  to  effect  a cure  in  many  cases ; and  in  a large  jjro- 
portion  of  severe  and  bad  cases  it  produces  a decidedly  beneticial  re- 
sult. An  unfavourable  o])inion  should,  in  most  cases,  be  communicated, 
sometimes  quite  candidly,  at  others  in  a more  or  less  guarded  or  indirect 
manner.  Much  will  depend  upon  the  nature  of  the  di.sease  and  the 
mental  temperament  of  the  patient.  In  acute  cases,  even  when  the 
opinion  of  the  physician  is  altogether  unfavourable,  it  is  right  to  cheer 
up  the  patient  as  much  as  possible,  and  to  get  him  to  take  a favourable 
view  of  the  result.  In  cases  of  this  description  rvonderful  recoveries 
sometimes  take  place,  and  it  is  the  duty  of  the  j)ractitioner  to  do  every- 
thing in  his  power  to  promote  recovery.  But  while  it  is  essential  to 
buoy  up  the  hopes  of  the  patient,  and  to  avoid  depressing  him,  and  so  (in 
some  cases)  destroy  the  slight  chance  of  a rally  and  recovery,  the  true 
state  of  matters  must  always  be  commuidcated  to  the  friends  or  relatives. 

In  most  chronic  cases  it  is,  in  my  opiinon,  highly  desirable  to  deal 
frankly,  though  the  very  reverse  of  abruptly,  with  the  patient,  for  un- 
less he  realises  the  true  nature  of  the  disease,  he  may  not  be  able  to 
carry  out  intelligently  the  instructions  as  to  treatment,  and  he  does  not 
guard  himself  so  carefully  as  he  otherwise  would,  against  conditions 
which  are  likely  to  aggravate  the  complaint  or  produce  complications. 
In  some  cases,  the  communication  should  be' made  in  a very  guarded 
manner;  and  in  the  case  of  ])ersons  who  are  very  nervous  and  easily 
depressed,  it  is  occasionally,  though  rarely,  desirable  to  withhold  the 
information  altogether.  In  cases  of  this  description  the  })hysician 
should  take  care  to  protect  him.self  against  accidents,  by  communicat- 
ing the  exact  condition  of  the  patient  to  some  judicious  friend  or  rela- 
tive, for  should  this  communication  not  be  made,  and  the  disease  be 
subsequently  discovered  (by  .some  other  physician,  or  by  the  death  of 
the  patient),  it  may  be  supposed  that  the  condition  was  not  recognised. 
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The  Treatment. — Our  main  ohjeet  is  to  cure  the  disease,  cito,  tutu, 
et  jncunde,  quickly,  safely,  and  pleasantly  ; and  when,  from  the  nature 
of  the  case,  a cure  is  inipo.ssible,  to  relieve  the  symptoms,  to  prolong  life, 
and  to  make  the  existence  of  the  patient  as  useful  and  happy  as  possible. 

(1.)  The  first  indication  for  treatment  is,  if  possilile,  to  remove  the 
cause  of  the  disease  or  any  contributory  cause,  i.e.  anything  which  is 
aggravating  the  disease  or  contributing  to  the  attack.  In  scabies,  for 
example,  we  destroy  the  itch  insect  by  external  applications ; in  obsti- 
nate vomiting,  the  result  of  a retroflexion  of  the  uterus,  we  alter  the 
position  of  that  organ  ; in  alcoholic  paraplegia  and  delirium  tremens,  we 
cut  off  the  ]>atient’s  alcohol ; in  ague  we  give  full  doses  of  quinine,  which 
probably  acts  by  destroying  or  rendering  inert  the  parasitic  organism 
which  recent  researches  seem  to  show  is  the  cause  of  the  disease,  etc. 

(2.)  In  those  cases — and  they  are  numerous — in  which  we  are  un- 
able to  remove  the  cause,  or  in  which  we  do  not  know  the  cause  of  the 
attack,  Ave  place  the  patient  in  the  most  favourable  conditions  for  re- 
covery, endeavour  to  moderate  the  severity  of  the  attack,  to  relieve 
the  symptoms,  and  to  prevent  complications  and  secpiehe. 

In  carrying  out  this  indication,  we  (1)  attend  to  the  position  and 
hygienic  surroundings,  the  diet  and  regimen,  the  nursing,  and  the 
habits  and  Avhole  mode  of  life  of  the  patient ; (2)  we  look  to  the  con- 
dition of  the  organs  concerned  in  the  preparation  and  elaboration  of 
the  blood-plasma  or  nutrient  fluid,  of  the  organs  concerned  in  its  ;era- 
tion  and  propulsion  through  the  body,  and  of  the  organs  concerned  in 
its  purification,  and  in  the  removal  of  the  waste  products,  and  we  pay 
special  attention  to  the  condition  of  the  neiwous  system,  Avhich  ex- 
ercises such  an  important  influence  on  all  the  processes  of  nutrition  ; 

(3)  we  combat  the  disease  and  relieve  syinptoms  by  the  internal  ad- 
ministration of  drugs,  and  the  application  of  external  remedies  ; and 

(4)  last,  but  by  no  means  least,  by  encouraging  the  patient’s  hopes 
and  allaying  his  anxieties,  and  by  the  mental  impression  which  our 
presence  and  opinion  produce,  Ave  endeavour  to  stimulate  his  nervous 
system,  and  to  enable  him  to  overcome  or  bear  up  against  the  disease. 

In  carrying  out  this  treatment  it  is  of  course  essential  to  see  that 
the  patient  does  not  injure  himself  or  others  ; in  the  delirium  of  fever, 
for  example,  and  in  some  cases  of  mental  derangement  in  Avhich  there 
is  any  reason  to  suspect  a suicidal  or  homicidal  tendency,  the  jAatient 
must  l)e  carefully  Avatched  and  guarded  ; and  in  all  cases  of  infectious 
disease,  tlie  greatest  care  must  be  taken  to  isolate  the  patient,  and  tu 
preA'ent  the  spread  of  the  disease. 

A very  important  part  of  the  treatment  and  management  of  the 
case  is  to  prevent  the  recurrence  of  the  attack,  and  to  guard  the  patient 
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against  other  affections  to  wfiicli  liis  present  illness  or  ]»revions  state  of 
health  renders  him  liable. 

The  plan  and  scope  of  this  work  do  not  allow  me  to  enter  into  any 
details  with  regard  to  the  manner  in  which  the  various  points  which  1 
have  thus  boldly  enumerated,  are  to  be  carried  out. 

The  subsequent  course  of  events.— Full  details  of  the  progre.ss 
of  the  case  while  the  patient  is  under  treatment  must,  of  course,  be  en- 
tered in  the  notes,  care  being  taken  to  emphasise  any  alterations  which 
occur,  any  new  symptoms  which  arise,  any  modification  of  opinion 
which  may  be  arrived  at,  or  any  alteration  in  treatment  which  is  pre- 
scribed. The  exact  mode  and  date  of  termination  must  be  accurately 
stated.  In  fatal  cases,  however  commonplace  they  may  appear,  a posi- 
mortem  examination  should  invariably  be  made  ; the  physician  ought 
always  to  be  present;  and  no  effort  should  be  spared  to  make  the 
examination  (both  naked  eye  and  microscopical)  as  thorough  and  com- 
plete as  possible.  The  notes  of  the  auto])sy  and  subsecpient  micro- 
scopical examination  should  l>e  carefully  copied  into  the  case-book. 

Finally,  the  record  should  be  closed  with  a summary  of  the  leading 
features  and  points  of  interest,  and  with  the  critical  remarks  of  the 
pln'sician  regarding  the  whole  case. 


CHAPTER  TIL 


THK  TEMPERATUl!  E.  ' 

In  iiiaiiy  diseases  the  observation  of  the  temperature  of  the  bocly  is  of 
the  greatest  practical  importance  for  the  purposes  of  diagnosis,  prog- 
nosis, and  treatment,  for,  in  the  healthy  man,  who  is  well  fed  and 
properly  clothed,  it  is  maintained  at  practically  the  same  point  (about 
98'6°  F.=:37°  C.)  notwitlistanding  the  alterations  in  the  external 
(temperature)  conditions  to  which  he  may  be  exposed. 

Slight  variations  from  this  standard — from  97‘25°  F.  or  3G'25°  C.  to 
99'5‘^  F.  or  37’5°  C. — are  compatible  with  perfect  health,  and,  as  a matter 
of  fact,  are  constantly  occurring ; but  any  considerable  alterations— falls 
below  97°  F.,  or  elevations  above  100°  F. — indicate  a disturbed  condi- 
tion of  the  organism. 

Diurnal  Variations. — In  health,  periodical  variations  occur  during 
the  twenty-four  hours.  Speaking  generally,  the  temperature  rises  during 
the  day,  and,  as  a rule,  attains  its  niaxinmm  between  4 and  8 P..M. ; 
while  it  falls  during  the  night,  the  minimum  being  usually  reached  be- 
tween 2 and  G a.m.  (see  fig.  4).  These  diurnal  variations  are  largely, 
but  not  entirely,  due  to  the  taking  of  food  and  to  the  changes  in  the 
body  which  accompany  its  digestion  and  assimilation. 


Fig.  4 — t'ariatious  iu  the  daily  temperature  in  health  during  twenty -four  hours. 
L.,  after  Liebenueister  ; J.  after  Jiirgensen. 


Physiolog’ical  Considerations.  — Beluie  desciibing  the  clinical 
methods  bv  wldcli  we  observe  the  temperature  of  the  body  and  the 
alterations  in  tlie  body-heat  which  occur  in  disease,  it  will  perhaps  be 
Avell  to  refer  briefly  to  the  manner  in  which  the  animal  heat  is  produced 
and  lost,  and  to  the  mechanism  by  which  the  production  and  loss  are 
balanced  or  equalisetl. 

The  'production  of  animal  heat. — Heat  is  produced  Avithin  the  body 
wherever  oxidation  is  going  on,  and  is,  therefore,  being  constantly  gene- 
rated in  all  the  tissues;  in  fact,  ‘the  whole  cycle  of  changes  from  the 
lifeless  pabulum  through  the  living  tissue  back  to  the  lifeless  products 
of  vital  energy  is  eminently  a source  of  heat.’^ 

The  oxidation  of  the  tissues  themselves  is  then  the  main  source  ot 
animal  heat,  but  the  metabolism  of  the  food  in  the  alimentary  canal 
also  contributes.  The  muscles  and  great  glandular  organs,  more  esjie- 
cially  the  liver,  are  the  situations  in  which  the  animal  heat  is  chielly 
])roduced,  the  muscles  being  probably  the  more  important  of  the  two. 
AVood  thinks  that  ‘there  are  in  the  animal  economy  two  sources  ol 
animal  heat : Jirst,  the  destruction  which  probably  occurs  in  the  blood 
of  the  excess  of  crude  food  material ; second,  nutritive  changes  in  tissue, 
including  all  changes  in  the  blood  it.self,  at  the  expense  of  its  permanent 
constituents.’  - 

Heat-loss. — Heat  is  being  constantly  lost  by: — (a)  conduction,  and 
radiation  from  the  surface  of  the  body  and  the  evaporation  of  moisture 
from  the  skin;  (h)  evaporation  of  water  from  the  lungs,  and  heating 
the  expired  air ; and  (c)  heating  the  urine  and  heces.  Authorities  dill'er 
somewhat  as  to  the  exact  proportion  of  the  loss  from  these  different 
channels.  According  to  Dulon,^  72  per  cent,  is  lost  by  radiation  and 
conduction  from  the  skin ; 14’5  per  cent,  by  the  evaporation  of  water 
from  the  skin ; 7’2  ]>er  cent,  by  the  evaporation  of  water  in  the  breath  ; 
3‘5  per  cent,  in  heating  the  expired  air;  and  1'8  per  cent,  in  warming 
the  urine  and  fteces.  The  total  loss  then  is,  according  to  this  authority, 
from  the  skin,  86'5  per  cent. ; from  the  lungs,  10‘7  per  cent. ; and  vnth 
the  urine  and  fceces,  1’8  per  cent. 

The  regulation  of  the  hcdance  betircen  the  heat -product  ion  and  the  heat- 
loss. — Since  in  health  the  temperature  of  the  body  remains  practically 
constant,  notwithstanding  external  variations  in  tem})erature,  it  is  ob- 
vious that  there  must  be  some  arrangement  within  the  body  by  means 
of  which  the  heat-production  and  lieat-loss  are  so  adjirsted  or  balanced 

‘ A text-book  of  Physiology  by  Professor  Michael  Foster,  p.  4G1. 

• Fever  by  Professor  H.  C.  Wood,  p.  2:14. 

^ A text-book  of  Physiology  (Landois  & Stirling),  p.  44G.  (The  percentage  in  the 
original  is  that  stated  in  the  text.  1 am  unable  to  say  where  the  error  lies.) 
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that  the  Ijody  is  })reyeiitc(l  from  cooling  when  it  is  jilaced  in  a cold  at- 
mosphere, and  is  iirevented  from  becoming  heated  when  it  is  placed  in 
a warm  one.  There  are  two  possible  ways  in  which  this  balance  inigbt 
be  obtained,  viz. : by  (1)  alterations  in  the  amount  of  heat  vdiich  is 
given  off  (the  heat-production  remaining  constant),  i.e.  ref/ulatioii  hi/ 
loss;  and  (2)  alterations  in  the  amount  of  heat  which  is  produced  (the 
heat-loss  remaining  constant),  i.e.  regulation  hy  /jvoduction.  Both  forms 
of  regulation  are  probably  constantly  taking  place,  tbough  in  health,  at  all 
events,  the  regulation  by  loss  is  perhaps  the  more  inpiortant  of  the  tAvo. 

Iicgulatwn  by  heat-loss. — It  has  been  stated  aboAm  that  no  less  than 
8G'5  per  cent,  of  the  total  heat  lost  is  discharged  from  the  surface  of 
the  skin,  either  by  conduction,  radiation,  or  the  eAaaporation  of  SAA'eat. 
The  amount  of  heat  AA'hich  is  discharged  in  this  Avay  at  any  given  time 
A'aries  greatly,  and  depends  upon  (a)  the  condition  of  the  circulation; 
(h)  the  condition  of  the  skin  itself;  and  (c)  the  amount  of  SAveat 
secretion. 

The  condition  of  the  circulation. — When  the  circulation  is  active  and 
the  vessels  of  the  skin  dilated  (as  is  the  case,  for  example,  during  active 
muscular  exercise  and  during  the  height  of  febrile  diseases),  the  amount 
of  blood  in  the  skin  or  surface  circulation,  as  Ave  may  term  it,  is  (com- 
pared Avith  the  amount  of  blood  in  the  deeper  and  heat-producing  parts) 
comparatiA'ely  great,  a large  amount  of  heat  is  brought  in  a given  time 
to  the  surface  of  the  body,  and  a large  surface  loss  consecpiently  takes 
place ; vice  versa,  Avhen  little  blood  is  passing  through  the  surface  cir- 
culation, Avhen  the  circulation  is  inactive  or  the  blood-vessels  contracted, 
beat  is  retained  in  the  deeper  tissues,  for  comparatively  little  heat  being 
broimht  to  the  surface  the  heat-loss  is  small. 

O 

The  condition  of  the  shin  itself. — When  the  skin  is  soft,  its  meshes 
tilled  AA’ith  fluid,  and  its  A-essels  dilated,  it  is  a much  better  conductor  of 
heat  than  Avlien  it  is  shriA^elled,  dry,  and  its  A'essels  constricted.  In  the 
former  case  a much  larger  amount  of  heat  is  conse(piently  given  off  from 
the  surface  of  the  body  than  in  the  latter. 

The  condition  of  the  sweat  glands. — AVhen  the  skin  is  moist  a con- 
siderable cpiantity  of  heat  is  lost  in  the  evaporation  of  surface  moisture  ; 
the  secretion  of  SAveat,  then  (avIucIi  is  probably  directly  dependent  upon 
nerve  arrangements)  favours  the  loss  of  heat  from  the  surface  of  the  body. 

Influence  of  the  vaso-motor  system. — It  is  obvious  from  AA’hat  has  been 
stated,  that  the  vaso-motor  nen^es  regulating  the  condition  of  the  blood- 
vessels in  the  skin  must  exercise  a most  important  influence  upon  the 
heat-loss,  and  therefore  upon  the  temperature  of  the  body.  The  tem- 
jHU'ary  application  of  moderate  cold  to  the  body,  for  exam])le,  stimulates 
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tlie  vaso-motor  nerve  tilameiits  in  the  skin,  and  causes  reiiex  contiaction 
uf  its  blood-vessels;^  the  blood  is  tlviven  into  the  deeper  tissues;  tlie 
amount  of  heat  carried  to  the  skin  is  lessened;  tlie  condnction  power  of 
the  skin  is  also  diminished,  the  heat-loss  is  most  materially  lessened, 
and  the  temperature  of  the  hotly  is  kept  np,  in  other  words,  the  cooling 
of  the  body  is  jirevented.  The  immersion  of  the  body  in  a cold  bath 
and  the  application  of  iced  cloths  to  the  surface,  abstracts  heat  in  fever, 
as  will  be  afterwards  explained.  On  the  other  hand,  the  application  ot 
heat  to  the  surface  causes  dilatation  of  the  blood-vessels,  renders  the 
skin  a better  conductor  of  heat,  increases  the  heat-loss,  and  so  ])revents 
the  heating  of  the  body. 

The  great  va30- motor  centre  is  situated  iu  the  medulla  oblongata,  but  there 
are  also  vaso-motor  centres  all  down  the  spinal  cord.  AVhether  the  blood  vessels 
in  the  skin  are  regulated  by  the  main  centre  in  the  medulla  or  by  subordinate 
centres  in  the  spinal  cord,  is  not  deiinitely  known.  It  may  perhaps  be  supposed 
that  while  the  abdominal  or  deeper  circulation  is  governed  by  the  main  vaso- 
motor centre  in  the  medulla  (through  the  splanchnics),  the  superficial  or  skin 
circulation  is  regulated  by  the  subordinate  vaso-motor  centres  in  the  spinal  cord  ; 
and  that  these  two  vaso-motor  centres  are  differently  affected  by  the  same  stimuli. 
If  this  were  so,  we  might  suppose  that  surface  stimuli,  such  as  cold,  whicli  cause 
contraction  of  the  superficial  or  skin  vessels,  produce,  at  the  same  time  dilatation 
of  the  deep  or  abdominal  vessels.  Such  a view  is  largely  theoretical,  and  has  only 
been  suggested  in  order  to  render  the  conception  of  the  regulating  balance  more 
vivid  and  distinct. 

The  effect  of  respiration  on  the  heat-loss. — The  more  frequent  the  res- 
piration and  the  quicker  the  circulation  through  the  lungs,  the  greater 
is  the  heat  dissipation  from  the  lungs  which,  under  normal  circumstances, 
amounts,  as  we  have  seen,  to  10‘7  per  cent,  of  the  total  heat-lo.ss. 

To  sum  iqi  then,  the  application  of  heat  to  the  surface  of  the  body 
or  the  increased  production  of  heat  within  the  body  increases  the  fre- 
quency of  the  heart’s  action,  quickens  the  circulation  through  the  skin, 
dilates  the  superficial  blood-vessels,  produces  a relaxed  condition  of  the 
skin,  and  quickens  the  respiratory  movements ; in  other  words,  produces 
tlie  very  conditions  which  favour  the  loss  of  heat,  and  which  are  re- 
(piired  to  restore  the  balance.  Vice  versd,  tlie  application  of  cold  to  the 
surface  of  the  body  or  the  diminished  production  of  heat  in  the  body, 
slows  the  circulation,  causes  contraction  of  the  superficial  vessels,  renders 
the  skin  contracted  and  a bad  conductor  of  heat,  and  diminishes  the 
number  of  respirations,  in  other  words,  produces  the  very  conditions 
re([uired  for  the  diminution  of  the  heat-loss  and  for  the  maintenance  of 
the  body  temperature. 

' i’us.sil)ly  cold,  applied  to  tlie  surface  of  the  skin,  may  also  act  directly  upon  its 
blood-vessels. 
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l)ut  this  is  not  all,  for  the  temporary  application  of  a muderate 
deyreec  of  heat  or  of  cold  to  the  surface  of  the  body  also  seems  to  diminish 
or  increase  the  amount  of  heat  ])roduced  within  the  bod}',  a point 
M'hich  must  now  he  considered. 

licynlakon.  hy  caruilioiiH  iji  prodiicf  io)i: — The  chief  source  of  animal 
heat  is,  as  has  been  seen,  the  metabolism  o-oino-  on  in  the  muscles  and 
preat  gdandular  organs,  more  es^jecially  the  liver;  and  there  are  reasons 
lor  supposing  that  these  metabolic  changes,  which  result  in  the  production 
of  animal  heat,  are  under  the  control  of  a nervous  mechanism — that  such 
a nervous  mechanism  does  exist  seems  pro\'ed  by  the  I'acts  that  the  tem- 
porary application  of  uiodemte  cold  to  the  surface  of  the  body  is  followed 
by  an  increase  of  the  body  temperature,  and  by  an  iiicreascAl  consumjjtion 
of  oxygen  and  an  increased,  production  of  carbonic  acid;  and,  on  the 
other  hand,  the  temporary  a})plication  of  ■moderate  heat  to  the  surface 
])roduces  a fall  in  tein])ei’ature  and  a diminished  metabolism  as  measureil 
by  the  consumption  of  oxygen  and  the  production  of  carbonic  acid. 

Whether  the  action  of  the  nervous  centre,  which  is  su]>])osed  to  re- 
gulate the  production  and  loss  of  animal  heat,  is  constant  and  automatic, 
or  whether  it  is  intermittent  and  oidy  brought  into  play  by  appropriate 
stimuli ; whether  it  restrains  the  metabolic  changes  and  diminishes  the 
heat  production,  or  whether  it  augments  those  changes  and  increases 
the  heat  production,  is  unknown.  Professor  Wood  seems  to  think  that 
the  action  of  this  centre  is  constant  and  automatic,  and  that  it  acts  as  an 
inhibitor  or  restrainer  of  tissue  metabolism,  and  that  it  may  be  stimu- 
lated or  inhibited  by  different  stimuli,  the  tissue  metabolism  and  heat 
production  being  of  course  diminished  in  the  former  case  and  increased 
in  the  latter.  He  discusses  the  question  as  to  whether  this  so-called 
heat  centre  is  simply  a vaso-motor  centre  for  the  muscles,  or  a centre 
inhibiting  tissue  metabolism ; and  concludes  ‘ that  the  heat  i)roduction, 
following  section  of  the  medulla,  is  not  due  to  an  influence  exerted 
upon  the  circulation,  but  directly  u])on  the  heat-making  function.  The 
theory  that  teaches  the  existence  of  a nerve  centre  in  the  pons  or  in 
the  brain  above  it,  which  l)y  a direct  action  inhibits  the  production  ol‘ 
animal  heat,  seems  therefore  to  be  most  in  accord  with  all  the  evidence 
upon  the  subject,  and  I am  myself,’  he  .says,  ‘disposed  to  adopt  it  as 
very  probable.’^  Instead  of  supposing  with  Wood  that  the  action  of 
this  centre  is  inhibitory,  that  it  is,  in  short,  a restrainer  of  those  tissue 
changes  which  result  in  the  production  of  animal  heat,  it  might  be 
theorised,  firstly,  that  there  exists  in  the  pons  or  medulla  a centre 
which  augments  and  keeps  going  the  tissue  changes  which  result  in 
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the  production  of  animal  heat ; and,  secondly,  that  the  action  o t ns 
lower  or  heat-producting  centre  is  restrained  or  kept  in  chec ' i}  im 
pulses  passing  to  it  from  centres  situated  either  in  the  mid-hrain  tlie 
region  of  the  basal  ganglia,  in  the  cerebral  cortex,  or  in  both. 

If  we  accept  this  view,  we  may  theoretically  suppose  that  the  action 
of  the  lower  or  heat-generating  centre  can  be  intensified  and  heat- 
])roduction  increased,  or  inhibited  and  heat-|)roduction  diminished,  b\ 
different  stimuli.  Further,  we  may  suppose  tliat  the  action  of  the  heat- 
producing  centre  and  of  the  vaso-motor  centre  for  the  skin  is  intensified 
by  the  .same  stimuli;  the  diminished  heat-loss  and  the  increased  heat- 
production  which  result  from  the  application  of  moderate  c(dd  to  the 
surface  of  the  body,  and  the  increased  heat-loss  and  dimini.shed  heat- 
production  which  result  from  the  application  of  moderate  heat  to  the 
surface  of  the  body  being  in  this  way  explained. 

Leaving  these  physiological  conditions  to  which,  however,  I shall 
have  again  to  refer  wlien  the  theory  of  fever  comes  under  discussion, 
the  practical  aspects  of  the  subject  must  now  be  considered. 


Mode  of  estimating’  the  Temperature  at  the  Bedside.  The 
teniperature  or  body-heat  of  tlie  patient  may  be  roughly  e.stiniated  by 
the  hand  of  tlie  ob.scrver,  but  is  accurately  measured  by  means  of  the 
clinical  thermometer. 

Clinical  thcrmomdrrs. — IMercurial  thermometers,  such  as  tho.se  re]»re- 
scnted  in  fig.  5,  have  liitherto  been  generally  used  lor  clinical  pur}>oses, 
the  self-registering  maximum  thermometer,  in  which  the  index  is 
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Fie.  5— A. 


Fie.  5 — C. 


Fie.  o. — Various  forms  of  tlie  Self-Registering  Mercurial  Clinical  Tliermonictcr. — 
A,  Cassella's  ‘ Infallihle ' clinical  thermometer;  B,  ‘ h’erris’  Perfect’  clinical 
thermometer;  C,  Evan’s  and  Wormull's  ‘ Standard  ’ clinical  theimoinetcr. 


formed  by  a detached  portion  of  the  mercurial  column,  being  the  most 
convenient ; the  toji  of  the  index  jioints  to  the  temperature.  Quite  re- 
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ceiitly  a metallic  thermometer  (see  lig.  fi),  which  claims  to  be  less 
destriictable  than  the  ordinary  glass  instrument,  has  been  introduced 


Kii;.  0. — Mtlallic  therinomtter  of  Invnmih. 

by  Immisch.  The  graduation  of  a thermometer  sliouhl  be  distinct, 
and  its  accuracy  from  time  to  time  verified.^ 

Sitrfnce  thermometers. — Local  variations  in  temperature  may  be 
measured  by  the  ordinary  instrument  in  tlie  manner  which  will  be 
afterwards  described,  but  are  better  ascertained  by  one  or  other  of  the 
special  forms  or  ‘ surface  thermometers.’  Where  extreme  delicacy  and 
absolute  accuracy  are  required,  a thermo-electric  af^paratns  is  necessary. 
A continuous  record  of  the  temperature  may  be  obtained  by  means 
of  the  thermograph,  which  is  self-registering. 

Mode  of  using*  the  Clinical  Thermometer,  and  the  precau- 
tions to  be  taken  in  making*  Thermometric  Observations. — 

1.  Shake  down  the  index  xocll  hclow  the  level  of  the  normal  temperature. 

2.  Place  the  instrument  in  g>osition.  The  axilla,  rectum,  and  mouth 
are  the  situations  which  are  usually  selected,  but  for  special  purposes 
it  may  be  necessary  to  introduce  the  instrument  into  the  vagina. 

I'he  axilla. — This  is  the  most  convenient  situation,  and  in  the 
ordinary  routine  of  practice  the  observation  of  the  axillary  temperature 
is  usually  all  that  is  required.  The  bulb  of  the  thermometer  should 
be  introduced  well  into  the  axilla  under  its  anterior  or  pectoral  fold  ; 
the  cavity  of  the  axilla  must  then  be  closed,  by  bringing  the  patient’s 
arm  in  contact  with  his  side,  the  forearm  being  placed  across  the  chest. 

' It  is  well  known  tliat  meiciuial  thermometers,  at  the  temperatures  used  in 
medicine,  increase  their  readings  with  age,  and  much  more  rapidly  for  the  first  few 
montlis  after  the  instruments  have  been  made  than  at  any  subsequent  time.  Most 
good  makers  lay  the  tubes  aside  for  two  years  before  filling  them  with  mercury.  The 
plan  which  has  been  adopted  by  some  makers,  of  having  each  instniment,  before  it 
is  put  into  the  shops,  tested  at  Kew,  and  any  errors  in  reading  engraved  on  the  gla.ss 
tube,  is  admirable. 
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\N’hen  the  patient  is  sweating  prufnsely,  tlie  axilla  should  he  dried  with 
a soft  towel  before  the  instrnnient  is  introduced.  After  the  introduc- 
tion of  the  instrument,  the  ])atient  must  be  told  to  keep  his  arm  still, 
the  cavity  of  the  axilla  being  kex>t  closed  until  the  instrument  is  with- 
drawn. 

The  normal  temperature  in  the  axilla  is  about  98'G°  F. 

The  rectum. — In  all  scientihe  observations,  where  .strict  accuracy  is 
reepdred ; in  all  cases  in  which  there  is  any  reason  to  suspect  a differ- 
ence between  the  temperature  of  the  interior  and  of  the  surface  of  the 
body  (as  in  collapse,  rigors,  etc.) ; and  in  all  cases  in  whicb  an  unusual 
or  unexpected  temperature  is  obtained  in  the  axilla,  the  temperature 
should  be  taken  in  the  rectum.  Again,  in  children  the  rectum  is  often 
the  best  situation,  for  it  is  sometimes  difficult  to  retain  the  instrnnient 
in  the  axilla. 

In  taking  the  rectal  temperature,  the  patient  should  be  placed  on 
bis  left  side  with  the  thiglis  semi-tlexed  upon  the  alidomen.  In  the 
child  the  rectum  is  generally  a more  conveinent  situation  than  the  axilla; 
for  the  thermometer  can,  in  many  cases,  be  easily  introduced  while  the 
child  lies  on  its  nurse’s  knee.  The  bulb  of  the  instrument,  which  has 
been  first  slightly  wairmed  by  holding  it  in  the  hand  and  then  oiled, 
should  be  passe<l  for  two  inches  into  the  bowel, — care  being  taken  tliat 
it  does  not  become  embedded  in  a mass  of  fieces. 

The  normal  temperature  of  the  rectum  is  about  F.  higber  than 
the  axillary  temperature,  i.c.  about  99 '4°  F. 

The  month. — In  ont-i)atient  and  dispensary  practice  tbe  temperature 
may  be  observed  by  placing  the  instrument  in  the  mouth,  the  bulb  of 
the  instrnnient  being  placed  under  the  tongue  and  the  mouth  kept 
closed  during  the  observation ; personally  I prefer  to  take  the  tem- 
perature either  in  the  axilla  or  rectum.  The  temperature  of  the  mouth 
is  about  98'G°  F. 

In  washing  the  instrument  after  taking  the  temperature  of  the 
mouth  or  rectum,  care  must  be  taken  not  to  use  hot  water,  lest  the 
mercury  be  driven  to  the  top  of  the  tube  and  the  instrument  spoiled. 

8.  itetain  the  instrument  in  position  for  a sufficient  time;  and  if  it 
is  not  sclf-rer/istcrinrj  read  it  while  still  in  situ. — The  time  which  the 
instrument  must  remain  in  situ  varies  with  the  situation  which  is 
selected.  The  only  certain  guide  is  to  ascertain  by  personed  observation 
that  the  mercury  has  reached  its  maximum,  i.e.  that  it  is  stationary. 
For  ordinary  purposes  from  ten  toff  teen  minutes  in  the  axilla,  and  five 
mimUes  in  the  rectum  and  mouth  are  sufficient.  In  making  surface 
observations,  taking  the  temperature  of  the  thigh  for  instance,  twentv 
minutes  at  least  are  reipiired. 
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It  is  sometimes  necessary  t(j  hold  the  instrument  in  situ  ; as,  for 
example,  M^iien  tlie  patient  is  extremely  deliilitated,  wlien  lie  is  mentally 
incapacitated,  comatose,  delirious,  etc.  Hosj^iital  patients  who  are  ac- 
customed to  the  hahitual  use  of  the  thermometer,  sometimes  fall  asleep 
wliile  it  is  in  the  axilla ; the  instrument  is,  under  such  circumstances, 
apt  to  become  displaced,  and  the  oliservation  valueless  ; not  unfre- 
quently,  too,  the  thermometer  gets  broken.  Whenever  it  is  necessary 
to  hold  the  instrument  in  position,  the  nurse  should  be  instructed  to 
see  that  the  arm  is  held  against  the  side  and  the  axilla  hejit  closed. 

4.  When  there  is  reason  to  suspect  imposition,  and  in  all  cases  where 
the  reading  of  the  mercury  is  extraordinary,  as  for  example  in  some  of 
the  so-called  ‘elephantine’  temperatures  of  hysteria,  the  physician 
should  himself  hold  the  instrument  in  position.  In  cases  of  this  de- 
scription, the  observer  must  see  that  there  is  no  external  source  of  heat, 
such  as  a hot  bottle  or  poultice  near  the  ])atient,  and  that  the  elevation 
of  the  mercury  is  not  due  to  friction  of  the  patient’s  arm  against  the 
bulb,  which  have  been  suggested  as  possible  causes  of  the  extraordinary 
high  temperatures  which  are  sometimes  met  with. 

The  accuracy  of  an  instrument  registering  an  extraordinary  tem])er- 
ature  (either  very  high  or  very  low)  sliould  always  be  suspected.  In 
such  cases  it  is  a good  plan  to  take  sevei'al  simultaneous  obser^'ations, 
different  instrnments  being  placed  in  the  axilla,  mouth,  rectum,  etc. 

5.  In  observing  the  course  of  the  temperature  in  any  case  in  which 
great  accuracy  is  re(juired,  it  is  desirable  to  use  the  same  instrument  for 
each  observation,  for  the  reading  of  difi'erent  thermometers  varies  some- 
what, and  even  if  the  amount  of  error  is  known  the  necessary  calcula- 
tion is  troublesome  and  apt  to  be  forgotten. 

6.  It  is  also  desirable  to  make  the  observations  at  the  same  time  of 
day,  for,  as  has  been  previously  pointed  out,  variations  occur  at  regular 
intervals  during  the  twenty-four  hours. 

For  practical  purposes,  two  observations,  say  at  9 a..m.  and  7 or  <S 

— are  usually  sufficient;  but  in  special  cases,  more  particularly 
where  an  accurate  record  is  required  for  scientific  purposes,  it  may  l)c 
desirable  to  take  the  temperature  more  frecpienlly. 

7.  The  condition  of  the  pulse  and  respiration,  the  state  of  the  skin 
(whether  dry  or  moist),  and  the  general  state  of  the  patient  (the  presence 
of  collapse,  rigors,  etc.)  should  be  noted  at  the  same  time  as  the  teni- 
peratui'e  is  observed. 

It  is  of  the  greatest  importance  to  renieml)er  that  here,  as  in  all 
departments  of  medicine,  attention  should  never  be  exclusively  directed 
to  any  one  synqitom  or  sign,  but  that  tlie  physician  should  observe 
everything,  and  endeavour  to  take  a comprehensive  and  all  round  view 


THE  TKMI’Ei{ATURE. 


G5 


of  the  case.  Serious  errors  may  easily  arise  from  concentrating  the 
attention  exclusively  on  the  temperature;  for  example,  the  fall,  which 
occurs  in  some  grave  febrile  diseases  immediately  before  death,  may  be 
mistaken  for  the  favourable  defervescence  of  the  fever ; or  again,  the 
enormous  elevations  which  occur  in  some  cases  of  hysteria,  which  are 
sometimes  fictitious,  and  seldom  if  ever  attended  with  danger,  may  be 
considered  indicative  of  impending  death. 

THE  TEMPERATURE  IN  DISEASE. 

In  disease  the  temperature  may  be  normal,  increased,  or  dimini.shed, 
and  the  elevations  and  depressions  may  be  general  or  local. 

Normal  temperature  in  disease. — In  many  chronic  affections, 
such  as  chronic  bronchitis  and  locomotor  ataxia,  the  temperature  remains 
unchanged.  A normal  temperature  is  occasionally  a negative  diagnostic 
sign  of  some  value;  if,  for  instance,  the  temperature  was  normal  in  a 
case  of  deep-seated  and  ill-defined  tumour,  an  inflammatory  condition 
would  probably  be  contra-indicated.’- 

INCREASED  TEMPERATURE  ; FEVER  ; PYREXIA. 

A large  number  of  diseases,  notably  the  acute  specific  fevers  and 
acute  inflammations,  are  attended  with  a general  elevation  of  tempera- 
ture, which  is  termed  ov  fever. 

It  is  important  to  remember  that  inflammatory  affections  are  not 
invariably  accompanied  by  the  degree  of  elevation  of  temperature 
which  we  term  pyrexia.  In  peritonitis,  for  example,  the  result  of 
perforation  of  the  intestine ; and  in  pneumonia  occurring  in  the  cour.se 
of  urjemia,  the  temperature  may  never  ri.se  above  the  normal.  The 
explanation  of  these  apparent  exceptions  to  the  general  rule — that,  in- 
flammation is  attended  with  fever — is  probably  to  be  found  in  the  fact, 
that  the  original  condition  (perforation  of  the  intestine  and  uramiia, 
in  the  cases  I have  mentioned  as  examples),  very  markedly  depresses 
the  temperature,  and  although  the  subsequent  infiammation  produces 
an  elevation  (which  I’elatively  to  the  low  temperature  may  be  re- 
garded as  a state  of  pyrexia),  yet  it  fails  to  raise  the  temperature  above 
the  standanl  point  of  health.  In  cases  of  this  description,  unless  the 
observer  takes  into  account  the  fact,  that  there  is  a condition  present 
which  produces  depression  of  temperature,  he  may  easily  fall  into  the 
error  of  supposing  that  he  has  to  deal  with  an  inflammation  which  is 
unattended  with  elevation  of  temperature,  in  other  words,  with  pyrexia. 

' I do  not  say  certainly  contra-indicated,  for  a deep-seated  clironic  abscess  niaj’,  as 
■»e  all  know,  be  unattended  with  any  general  elevation  of  temperature. 
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Hence  the  important  diagnostic  indication,  that  if  a local  inflammation 
is  unattended  with  the  usual  elevation  in  temperature  which  we  term 
pyrexia ; uraemia,  diabetes,  or  some  of  the  other  conditions  which  cause 
depression  of  temperature  should  be  suspected  and  looked  for. 

THEORY  OF  FEVER. 

The  exact  cause  of  the  elevation  of  temj^erature,  which  is  the  most 
striking  and  characteristic  feature  of  fever,  has  been  a subject  of  much 
debate.  Theoretically  an  increased  body  temperature  might  be  due  to 
(a)  increased  heat-production;  (b)  diminished  lieat-loss;  or  (c)  a com- 
bination of  both  conditions  (increased  lieat-prod action  and  diminished 
heat-loss) — and  as  a matter  of  fact  all  three  may  probably  be  the 
cause  of  increased  body  temperature.  Authorities  seem,  however,  to 
be  agreed,^  firstly,  that  in  the  vast  majority  of  cases,  fever  is  mainly 
clue  to  increased  heat-production  f and  secondly,  tliat  the  cause  of  this 
increased  heat-iu’oduction  is  an  increased  metabolism  of  the  accumidatcd 
tissue  material  of  the  body. 

The  tissues  in  which  this  metabolism  takes  place  are,  in  all  proba- 
bility, either  the  muscles  or  the  blood  corpuscles,  or  both.  In  supjiort 
of  this  proposition  Dr  Burdon  Sanderson  (after  directing  attention  to 
the  investigations  of  Dr  Salkowski  on  the  secretion  of  potash  and  soda- 
salts  in  the  urine  in  conditions  of  health  and  fever)  says,  ‘The  aug- 
mented production  of  urea  in  fever  must  take  place  at  the  expense  of 
some  source  of  albumin  which  contains  potash.  The  albumin,  there- 
fore, vdiich  serves  as  a source  of  urea  in  fe\'er  is  not  derived  from  liquor 
sanguinis  (for  the  liquor  sanguinis  abounds  in  soda  salts,  but  contains 
very  little  potassium),  but  either  from  the  blood  corpuscles  or  from  the 
muscles,  or  both.’ — The  increased  discharge  of  colouring  matter  in  the 
urine  which  occurs  in  fever  is  also,  he  adds,  another  fact  (in  addition  to 
the  increased  excretion  of  potash)  in  support  of  the  view  that  the  chief 
seat  of  disintegration  in  fever  is  in  the  muscles  or  red  blood  corpuscles.^ 

‘ This  lecture  was  written  before  the  publication  of  Dr  OrcTs  views  (see  page  70) 

* Prof.  H.  Wood  says  : ‘ It  seems  certain  that  wliat  is  liabitual  in  the  lower 

animals  is  at  least  occasional  in  man,  and  that  elevation  of  temperature  may  co-exist  in 
man  with  diminished  heat-production,  and  that  lowered  or  normal  temiierature  may 
co-exist  with  diminished  heat-production,  and  tliat  lowered  or  normal  temperature  may 
co-exist  with  increased  tissue  metamorphosis  or  chemical  movement.  Most  practi- 
tioners of  medicine  have  seen  cases  of  increased  tissue  change,  as  shown  by  emaciation 
and  excessive  urea  secretion  without  elevation  of  temperature  ; or  fever  cases,  in  which 
the  temperature  seemed  so  out  of  pro]-)ortion  to  the  results  upon  the  bodily  tissues  as 
to  indicate  irresistibly  that  heat  retention  was  playing  an  important  part  in  producing 
the  fever  ; or  collapse  coming  on  in  fevers  when  sudden  fall  of  temperature  seemed 
inexplicable  in  any  other  way  than  by  a sudden  loss  of  heat.’ — Fever,  page  240. 

’ Reports  of  the  Medical  Officers  of  the  Privy  Council  and  Local  Government  Board. 
Xew  Series,  No,  VI.,  187o. 
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The  exact  manner  in  which  the  increased  tissue  metabolism,  which 
is  the  cause  of  the  augmented  heat-production  of  fever,  is  produced,  is 
not  definitely  known. 

]\Iany  febrile  di.seases  arc  undoubtedly  due  to  the  introduction  into 
the  system  of  a particulate,  organic  poison ; and  there  is  every  reason 
for  supposing  that  the  increased  tissue  metabolism,  which  is  the  primary 
cause  of  fever,  is  brought  about  by  the  presence  of  that  particulate 
poison  in  the  blood,  or  by  the  absorption  into  the  blood  of  some  chemi- 
cal poison  generated  during  its  multiplication  and  growth.  We  may 
take  it  for  granted,  therefore,  that  in  many  of  the  specific  fevers  and 
inflammations,  the  increased  metabolism  results  from  the  presence  in 
the  blood  of  a poison  either  of  an  organic  or  chemical  nature. 

This  poison  may  theoretically  be  supposed  to  act  either  directly 
upon  the  tissues,  inducing  primary  metabolic  changes ; or  through  the 
central  nervovs  system,  i.e.  through  the  heat-generating  mechanism,  the 
construction  of  which  I have  previously  attein])ted  to  explain.  Fever, 
in  short,  as  Wood  puts  it,  may  be  either  hamiic  or  neurotic  in  origin. 

To  recapitulate; — Fever  of  hccmic  origin.  In  this  form,  a poison 
either  of  an  organic  or  chemical  nature  is  su])])osed  to  be  ju’esent  in 
the  blood,  and  to  exert  a direct  irritating  effect  upon  the  tissues  (pro- 
bably upon  the  muscles  or  red  blood  corjniscles  in  particular)  in  con- 
sequence of  which  an  increased  metabolism,  and  therefore  an  increase<l 
heat-production  takes  place. 

Fever  of  neurotic  origin. — In  this  form,  the  increased  tissue  metabol- 
ism is  due  to  over-activity  of  the  heat -generating  centre  "which  we  have 
supposed  to  be  present  either  in  the  lions  or  medulla  oblongata.  A 
variety  of  conditions  may  be  supposed  to  stimulate  or  bring  about  over- 
action  of  this  generating  heat  centre,  among.st  which  the  following  an* 
some  of  the  chief : — 

1.  The 'presence  of  a poison  in  the  hlood. — It  has  been  already  stated 
that  there  is  every  reason  to  suppose  that  juany  febrile  disorders  are 
due  to  the  presence  of  a poison — either  of  an  organic  or  chemical 
nature — in  the  blood.  Theoretically,  this  poi.son  may  be  supposed  to 
produce  fever,  either : — (a)  by  stimulating  (acting  directly  upon)  the 
heat-generating  centre  ; or  (h)  by  stimulating  the  higher  centre  which 
(I  have  suppo.sed)  restrains  or  inhibits  the  action  of  the  heat-generating 
centre  in  the  pons  or  medulla. 

2.  Reflex  irritation,  arising  either  at  the  surface  or  in  the  interior  of 
the  body.  Under  this  head  cases  of  so-called  ‘ irritative  fever’  {i.e.  fever 
due  to  the  direct  irritationof  peripheral  nerve  endingswould  be  included). 
Cases  of  this  description  certainly  do  seem  to  occur,  but  according  to 
1 )r  H.  Wood  they  are  rare.  The  mild  febrile  disturliances  which  accom- 
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]iany  tcetliing,  some  forms  of  gastro-intestinal  irritation  in  cliildrcn, 
and  some  other  localised  affections  of  an  irritative,  or  perhaps  even  of 
an  inflammatory  character  may  perhaps  he  included  under  this  head. 

d.  Central  disea ffe  of  the  nerrovs  system. — It  is  veil  known  that  in 
many  diseases  of  the  central  nervous  system,  derangements  of  the  body 
heat  occur.  Space  does  not  permit  me  to  enter  into  this  very  interesting 
([iiestion,  further  than  to  state  the  following  theoretical  propositions, 
illustrations  of  which  may,  I believe,  be  actually  met  with  in  practice. 

(a)  Lesions  in  the  pons  or  medidla,  which  totally  destroy  the  heat- 
generating centre,  would  ho  attended  with  the  total  ce.ssation  of  the 
production  of  heat  in  the  formed  material  of  the  body.  It  is  needless 
to  add,  that  such  lesions  are  incompatible  with  the  maintenance  of  life. 

Partial  destruction  of  the  heat-generating  centre  does  perhaps  occur, 
but  such  cases — in  which  the  heat-prodnction  would  I)e  more  or  less 
interfered  with,  and  the  temperature  more  or  less  l^elow  the  normal — 
are  ])robably  rare. 

(h)  Lesions  in  the  pons  or  medulla  which  irritate  the  heat-generating 
centre  would  be  attended  with  an  augmented  metabolism  and  increased 
lu'oduction  of  heat.  It  is  ])robable  that  cases  of  this  description  do 
actually  occur. 

(e.)  Lesions  of  the  brain,  which  destroy  the  centres,  which  inhibit  or 
restrain  the  heat-generating  centre,  or  which  destroy  the  conducting 
fibres  between  the  higher  and  lower  centres,  will  allow  of  the  unre- 
strained action  of  the  heat-generating  centre,  and  will  therefore  be 
attended  with  an  augmented  heat-prodnction.  Vice  rersd,  lesions  of  the 
brairi  which  irritate  the  higher  centres  or  the  conducting  fibres  between 
the  higher  (restraining)  and  lower  (producing)  centres,  will  produce 
diminished  action  of  the  lieat-generating  centre,  and  will  therefore  be 
attended  with  diminished  metabolism  and  diminished  heat-production. 
Both  of  these  lesions  are  probal)ly  of  frequent  occurrence  in  practice. 
The  fall  of  temperature  which  attends  collap.se  or  shock,  the  modifica- 
tions in  temperature  (both  elevations  and  depressioirs)  which  are  met 
with  in  cerebral  luemorrhage,  the  extraordinary  modifications  of  the 
body-heat  which  are  met  with  in  some  cases  of  hysteria,  may  all,  I think, 
be  explained  in  this  manner. 

(d)  Further,  the  diminished  heat-production  which  attends  j)oi.soning 
by  urari,  in  which  the  terminal  branches  of  the  conducting  fibres  are 
])aralysed,  and  the  alterations  in  temperature  which  result  from  lesions  of 
the  spinal  cord,  may  all,  I think,  be  satisfactorily  ex])lained  by  supposing 
tiuit  the  lesion  either  destroys  or  irritates  the  conducting  fibres  which 
may  be  supposed  to  pass  from  the  heat-generating  centre  through  the 
spinal  em’d,  to  the  tissues  or  heat-producer.s. 
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It  must  not,  however,  be  lliouglit  tliat  the  sole  cause  of  lever  is 
some  alteration  of  the  heat-producing  mechanism  ; on  the  contrary,  it 
is  essential  to  remember  that,  in  fever,  the  condition  of  the  vaso-motor 
nerve  apparatus  and  the  heat-expenditure  and  heat-loss  are  also  ju'o- 
foundly  modilied ; that  there  is,  in  short,  a disturbance  of  the  delicate 
nerve  balance  which  regulates  the  heat-production  and  heat-loss.  In 
any  given  case  of  fever  the  height  which  the  temperature  attains  is 
the  resultant  of  tliese  two  conditions,  viz. : the  amount  of  heat  which 
is  being  ])roduced  and  the  amount  of  lieat  which  is  l)eing  lost,  at  the 
time  the  observation  is  made. 

To  sum  u}),  tliere  seems  good  reason  to  suppose : — 

(1.)  That  in  most  of  the  continued  fevers  and  in  many  inllammatory 
affections  the  })rimary  cause  of  the  fever  is  the  presence  in  the  blood 
of  a particulate,  organic  poison,  or  the  absorption  into  the  blood  of  a 
chemical  poison  produced  by  the  multijdication  and  growth  in  the  blood 
or  tissues  of  a minute  living  organism. 

(2.)  That  this  (organic  or  chemical)  ])oison  may  theoretically  pro- 
duce fever  either  by  directly  inducing  increased  metaljolism  of  the 
tissues  more  especially  concerned  in  the  ])roduction  of  animal  heat 
(probably  the  muscles  and  red  blood  corj)uscles) ; or  indirectly  through 
the  nervous  system,  the  latter  view  being  in  all  probability  tbe  moie 
correct. 

(3.)  That  in  the  earlier  stages  of  the  fever  (during  the  cold  stage  of 
intermittent  fever  or  ague  for  example)  the  fever  poison  may  be  suj)- 
])osed  to  stimulate  the  vaso-motor  centres  for  the  shin,  producing  constric- 
tion of  the  blood-vessels,  and  causing  greatly  diminished  heat-loss,  while 
it  at  the  same  time  increases  tissue  metabolism  and  heat-production, 
either  by  directly  stimulating  the  heat-generating  centre  or  by  ])aralysing 
(inhibiting)  the  action  of  the  higher  or  heat  restraining  centres. 

(4.)  That  during  the  height  of  the  fever  (the  hot  stage  of  intermittent 
fever)  the  over-action  of  the  vaso-motor  centre  gradually  subsides,  the 
blood-vessels  dilate,  and  the  heat-loss  from  the  surface  of  the  body 
becomes  greatly  increased,  while  the  action  of  the  fever  poison  on  the 
lieat-generating  centres  and  the  increased  production  of  heat  are  still 
further  augmented.  Further,  it  must  be  remembered  that  the  increased 
temperature  quickens  the  action  of  the  heart  and  the  frequency  of  the 
breathing,  and  so  leads  to  increased  heat-loss  from  the  res])iralory  sur- 
face in  the  manner  i)reviously  described.  (See  page  59.) 

(5.)  That  during  the  third  stage  of  tbe  fever  or  the  stage  of  defer- 
vescence (the  sweating  stage  of  intermittent  fever),  the  action  of  the 
fever  poison  on  the  nerve  centres  ceases,  either  suddenly  or  gradual Iv 
(defervescence  by  crisis  or  h/sis  respectively),  and  that  in  the  former 
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case  more  especially  (defervescence  by  crisis)  the  heat-loss  from  the 
surface  of  the  body  is  very  great  (often  greater  than  it  was  during  the 
hot  stage  of  the  fever),  being  in  many  cases  accompanied  by,  and  pro- 
bably, in  some  cases  largely  due  to,  copious  perspiration. 

During  the  period  of  defervescence,  then,  the  heat-loss  is  very  great 
while  the  heat  production  may  be  (a)  above  the  normal  (in  tlie  earliei' 
periods  of  the  stage  of  defervescence),  (h),  normal,  or  (c),  subnormal. 

Dr  Orel's  viexes  on  the  theory  of  fever. — Since  this  lecture  was  written 
a very  suggestive  and  original  address  on  the  causation  of  pyrexia  was 
delivered  on  the  opening  of  the  Medical  Society  of  London  by  its  Pre- 
sident, Dr  Ord. 

Starting  with  the  statement  of  Dr  Burdon  Sanderson  ‘ that  although 
as  compared  with  the  heat-i)roduction  of  an  individual  on  fever  diet,  the 
lieat-production  of  a fevered  person  is  excessive,  it  is  not  by  any  means 
greater  than  the  heat-production  of  health,’  and  that  it  must  be  admitted 
tliat  there  is  in  fever  increased  exhalation  of  carbonic  acid,  increased 
excretion  of  urea,  but  that  after  calculation  they  do  not  represent  a 
source  of  heat  sufficient  to  cause  the  increased  temperature  of  the  body, 
he  states  that  he  is  unable  to  accept  this  increased  combustion  explana- 
tion which  formerly  satisfied  him. 

‘ Is  it  possible,’  he  asks,  ‘ that  the  increased  heat  of  fever  may  be 
brought  about  by  the  cessation  of  processes  in  which  heat  ought  to  be 
used  up,  either  as  motion  or  chemical  action,  or  other  kind  of  energy  ? 
...  Is  the  increment  of  heat  of  body  in  fever  due  not  only  to  combus- 
tion or  other  disintegrative  process  thereto  allied,  but  also  to  the  persist- 
ence, in  the  form  of  heat  of  energy  which  should  have  taken  another  form  ? 
‘This,’  he  says,  ‘appears  to  me  in  a high  degree  probable.  Throughout  the 
body  we  recognise  two  processes  ever  going  on  ; the  building  up  of  tissues 
on  the  one  hand,  their  disintegration  on  the  other.  The  disintegration  of 
tissues  is  clearly  attended  by  the  liberation  of  heat.  Their  building-up 
presents  itself  to  me  as  necessarily  attended  by  the  consumption  or  dis- 
appearance of  heat,  which  assumes  some  other  form  of  energy,  kinetic 
or  potential.  . . There  is,’  he  says,  ‘ no  direct  (experimental)  evidence, 
but  we  may  gain  some  help  from  a consideration  of  the  chemical  jn-o- 
cesses  in  fever.  These  comprehend,  in  the  first  place,  an  exaggeration 
of  the  combustions  of  health.  But  they  also  comprehend  changes  which 
exactly  reverse  those  of  health,  and  indicate  strongly  that  there  is,  first, 
a cessation  of  changes  which  occur  in  health  ; and  secondly,  a production 
of  changes  not  occurring  in  health.  The  proportions  of  soda  and  potash 
which  should  be  eliminated  from  the  body  in  health  are  reversed  in  fever. 
The  same  holds  of  chlorides  and  pliospliates.  Tlie  potasli  and  the  phos- 
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pluites  are  tlie  associates  of  the  highly  organised  ])rincii)les  ; tlie  chlorides 
and  the  soda  of  the  introduced  and  further  organiscal  principles.  On  the 
view  that  there  is,  in  fever,  arrest  or  default  of  the  building  up  of  the 
tissues,  we  can  imagine  the  retained  chlorides  and  .soda  waiting  with  the 
organic  substances  on  promotion,  like  salmon  at  the  foot  of  a fall,  till, 
at  the  end  of  a fever  they  part  with  their  associate  organic  matters,  and 
pass  on  to  the  elevating  influence  of  the  potash  and  phosphates.  e 
can  imagine  the  potash  and  phosphates  during  fever  swept  away  as 
useless,  because  in  the  arrested  ascending  metabolism,  they  have  nothing 
wherewith  to  combine,  and  are,  for  the  time,  irseless,  fit  only  for  the 
draught.  It  is  in  fact  presented  to  me  strongly  that  these  chemical 
variations  indicate  the  cessation,  in  various  degrees,  of  that  process  of 
tissue  building,  which  should  in  health  use  u])  heat,  and  which,  ceasing 
in  fever,  leaves  heat  to  run  wild.’  lie  next  detailed  some  ingenious 
experiments  as  the  temperature  of  growing  cucumbers  and  bananas 
which,  so  far  as  they  go,  .seem  to  support  this  view  ; and  finally  states  : 

‘ I believe  that  in  the  production  of  fever-heat,  there  is  a first  factor  of 
increased  oxidation  or  combustion,  or  disintegration,  setting  free  heat. 
I cannot,  however,  find  this  sufficient  to  account  for  all  the  increase  of 
fever  observed  in  pyrexia,  and  still  more  in  hyper-pyrexia.  The  further 
increment  I believe  to  be  furnished  by  heat  going  astray  in  default  of 
correlative  change  in  metabolism.  And,  like  Dr  Broadbent,  I am  inclined 
to  recognise  in  the  nervous  system  the  power,  inciting,  on  the  one  hand, 
to  disintegration,  controlling,  on  the  other,  the  nutritive  functions. 

. . . What  I would  suggest  is,  that  in  all  fever,  slight  or  intense, 

there  is,  superadded  to  the  combustions  which  we  recognise,  an  influence 
of  the  nervous  system,  a trophic  influence,  arresting  processes  in  which 
heat  should  be  transformed ; and  that  the  increasing  temperature  of 
fever  is  determined  by  increase  of  this  inhibitory  influence.’ 

Deg’rees  of  fever  and  their  sig’nificance. — Although  the  greatest 
differences  are  met  with  in  the  amount  or  degree  of  fever  which  is 
present  in  different  cases  of  disease,  yet  when  a large  number  of  cases 
of  the  same  disease  are  observed,  an  (average)  temperature  chart,  charac- 
teristic of  that  disease,  can  be  constructed. 

Slight  fever  (100°  F.  to  101'5°  F.).  Slight  elevations  of  temper- 
ature to  which  the  term  ‘ slight  fever  ’ may  be  applied,  are  of  common 
occurrence,  and  of  comparatively  little  importance.  Many  catarrhal 
affections,  slight  inflammations,  ga.stric  disturbances,  and  localised 
nerve  irritations  are  attended  with  slight  fever.^ 

' Wunderlich  classifies  temperatures  between  and  100'4°  F.  ns  fnhfthrik  ; and 
temperatures  between  100  4°  and  101  ’.S"  F.  as  slightly  febrile. 
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Moderate  fecer  (101’5° — 103°  F.)  i.s  met  with  in  tlie  less  severe  forms 
of  iiillaumiatioii,  in  acute  iiiHiieiiza,  acute  articular  rheumatism  Avithout 
complications,  facial  erysipelas  and  many  other  conditions.^ 

High  feoer  (103° — 10G°  F.)  occurs  iu  the  more  severe  forms  of  in- 
llammation,  and  in  many  of  the  specific  fevers  (see  charts  of  typhoid, 
typhus,  pneumonia,  figs.  7,  9,  24,  pages  73,  74,  89).  It  is  important  to 
reniemher  tliat  in  children  the  tempera, ture  is  very  mobile,  and  a degree 
of  high  fever,  105°  or  100°  F.,  has  not  necessarily  in  them  the  same 
significance  as  it  has  in  adults.  On  the  other  hand,  in  old  people  the 
temperature  is  less  mobile  than  in  healthy  adults ; in  them  a tempera- 
ture of  104°  F.  Avould  indicate  high  fever. 

Hyperpyrexia  (107°  F.  and  upwards)^  is  met  with  in  the  most  severe 
and  malignant  inflammations  and  fevers,  in  some  cases  of  acute  articular 
rheumatism  ; and  in  some  affections  of  the  nervous  system  (some  cases 
of  tetanus,  traumatic  cerebral  meningitis  and  hysteria),  in  relapsing 
fever,  and  in  many  cases  just  before  death  (see  figs.  12,  15,  17,  28, 
pages  77,  82,  83,  99)., 

A hyperpyretic  temperature  is  usually  a symptom  of  grave  signifi- 
cance, and  indicative  of  a fatal  termination.  There  are,  however,  some 
notable  exceptions  to  this  general  statement  (cases  of  relapsing  fever 
and  hysteria,  for  exaini^le).  It  may  be  stated  as  a general  rule,  that 
energetic  measures  (cold  bathing  or  the  aiiplication  of  iced  cloths  to 
the  surface  of  the  body)  should  immediately  be  taken  to  reduce  the 
temperature  whenever  hyperpyrexia  is  observed. 

The  comparative  value  of  sing’le  and  repeated  thermometric 
observations. — A single  observation  simply  shows  the  condition  of  the 
temperature  at  the  particular  time  when  the  observation  is  made,  and 
is  of  much  less  importance  than  a series  of  consecutive  observations 
made  at  frequent  and  regular  intervals. 

If  the  temperature  is  distinctly  elevated,  it  is  justifiable  to  conclude 
as  the  result  of  a single  observation,  that  a condition  of  derangement  or 
disease  is  j)resent ; and  from  the  height  of  the  temperature  it  is  in  many 
cases  possible  to  form  some  conclusion  as  to  the  severity  of  the  attack. 
The  converse  proposition,  viz.,  that  when  the  temperature  is  normal,  there 
is  no  febrile  disease  present,  does  not  hold  good ; in  intermittent  fever 
and  pyaemia,  for  example,  the  temperature  may  at  one  period  of  the  day 
be  quite  normal,  at  another,  hyperpyretic  (see  fig.  12,  page  77).  This 

‘ For  a complete  list  see  Wuiulerlicli’s  Medical  Thermometry  (translated  by  the 
Mew  Sydenham  Society),  to  which  I am  deeply  indebted. 

Wunderlich  applies  the  term  hyperpyrexia  to  temperatures  which  approacli  and 
exceed  107'(r  F. 
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apparent  diserei)aney  may,  1 think,  be  exjilained  by  looking  upon  eath 
rise  of  temperature  in  ague  or  in  pyiemia  as  a separate  and  distinct 
fever,  due  to  the  absorption  of  a fresh  dose  of  the  fever  poison.  Ibis 
view,  which  1 have  for  long  taught,  will  be  again  referred  to. 

By  frequent  ol)servations,  repeated  at  regular  intervals,  we  determine 
the  cmirse  of  the  temperature ; and  this  in  many  cases  gives  us  most 
important  information  both  for  the  purposes  of  diagnosis,  prognosis,  and 
treatment. 

By  observing  the  course  of  the  temperature  we  are  in  many  cases 
able  to  determine  : — 

(1.)  The  naUire  of  the  disease  wliich  is  present ; lor  some  aflections, 
such  as  typhoid,  relapsing,  and  typhus  fevers,  have  distinct  and  char- 
acteristic temperature  charts  (see  tigs.  7,  8,  and  9). 

(2.)  AVhether  the  disease  in  the  particular  instance  under  observation 
is  conforming  to  the  average  type ; whether  it  is  severe  ; whether  it  is 
attended  with  complications  (see  fig.  10)  or  relapses. 

(3.)  AVhether  the  return  to  health  is  complete  and  satisfactory,  the 
convalescence  unduly  slow,  etc. 

(4.)  The  effects  of  the  remedial  measures  which  are  being  employed; 
in  fact,  by  observing  the  course  of  the  temperature  we  ubtain,  in  many 
cases,  most  important  indications  for  treatment. 


TYPHOID  FEVER. 


Fu;.  7. — Chart  showing  the  course  of  the  temjieratnre  in  a mild  rase  of  Typhoid  Fever 
from  the  first  day  of  the  attack.  {After  Wunderlich.) 
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RELAPSIXG  FEVER. 


Fig.  8. — Chart  showing  the  course  of  the  temperature  in  Relapsing  Fever  from  the  first 
day  of  the  attack.  (After  JMurchison.) 


Fig.  9. — Chart  showing  the  course  of  the  temperature  in  Tyjihus  Fever.  (After  Murchison.) 
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Fio.  \0.— Chart  in  a case  of  Typhoid  Fever  showing  a marked  fall  in  temperature  the 
result  of  intestinal  hcemorrhage.  (After  Redard.) 

X A slight  fall  after  the  administration  of  an  Antimonial  draught. 

X X Marketl  fall,  the  result  of  intestinal  hsemorrluige.  Death  took  place  two  hours 
after  the  last  observation  of  the  temperature. 

TYPES  OF  INCREASED  TEMPERATURE  OR  FEVER. 

Two  great  types  of  fever,  the  ‘continued’  and  tlie  ‘intermittent,’  are 
usually  described. 

The  continued  type  of  fever. — In  the  ‘continued’  fevers,  the  temper- 
ature remains  above  the  normal  until  the  disease  has  at  last  reached  its 
maximum  development.  In  exceptional  cases  it  may  descend  below  the; 
normal  as  the  result  of  some  special  accidental  circumstance,  but  speedily 
rises  again  to  fever  height. 

In  the  continued  fevers  the  temperature  does  not  remain  constantlv 
at  the  same  height.  I here  are,  in  fact,  three  stages  in  every  fever,  viz. : 

(1.)  The  stage  of  increase  or  development  during  which  the  temper- 
ature rises ; the  initial  or  pyrogenetic  period. 

(2.)  The  stage  of  full  development  or  height  (the  fastigium  as  it  is 
sometimes  technically  termed),  during  which  the  temperature  continues 
at  a high  point. 

(3.)  The  stage  of  defervescence,  during  M-hich  the  temperature  de- 
clines. 
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During  eacli  of  these  stages  dianud  varudiuns  uceiii'.  In  most 
eases,  the  temperature  falls  in  the  early  morning  and  rises  in  the 
evening,  just  as  it  does  in  health  (see  page  5G);  but  in  some,  as,  for 
instance,  in  the  fever  which  accompanies  some  cases  of  tuberculosis, 
the  order  is  reversed,  the  tein])erature  rising  in  the  early  morning  and 
falling  in  the  afternoon  and  evening.  The  extent  of  the  daily  varia- 
tions is  usually  greater  than  in  health. 

In  some  cases,  the  extent  of  tlie  daily  variations  is  so  consider- 
able that  a special  term,  remittent,  is  given  to  the  ty])e  of  lever.  1 
would,  therefore,  detine  a remittent  fever  as  a continued  fever  (i.e.  a 
fever  in  whicli  tlie  tem])erature  remains  above  the  normal  until  the 
disease  has  at  least  reached  its  maximum  development)  in  M'hich 
the  extent  of  the  daily  variations  is  much  greater  than  normal.^  In 
the  later  stage  of  typhoid  the  temperature  curve  is  often  typically 
remittent. 

Fever  of  a continued  type  is  chiefly  characteristic  of  localised  in- 
flammations, and  of  those  specific  fevers  in  which  the  fever  poison 
undergoes  a single  development  in  the  system  (pneumonia,  typhoid, 
typhus,  etc.,  see  tigs.  7,  9). 


Tlte  intermittent  type  offerer. — Here  the  temperature,  instead  of  re- 
maining above  the  normal  during  the  course  of  the  disease,  falls  evei  v 
now  and  again  below  it,  the  elevations  of 
temperature  or  separate  paroxysms  of  fever 
being  interrupted  once  or  more  by  apyretic 
periods.  Each  peiiod  during  which  the  tem- 
perature is  above  the  normal  may,  I think, 
be  conveniently  regarded  as  a separate  and 
distinct  attack  of  fever.  I regard  diseases, 
such  as  intermittent  fever  and  relapsing 
fever,  in  which  this  type  of  temperature 
curve  is  observed,  as  consisting  of  repeated 
attacks  or  relapses  of  fever.  In  some  cases, 
as  in  ‘ relapsing  fever  ’ and  malarial  diseases 
(ague  or  intermittent  fever),  the  relapses 
occur  at  regular  intervals  (see  fig.  11) ; the 
attacks  of  fever  are,  in  short,  periodic.  In 
others,  as  in  pyiemia  and  the  nervous 
fever  of  hysteria,  the  relapses  are  altogether 


Fig.  11. — Dia(jram  showing 
the  couriic  of  the  tempera 
tiire  in  quotidian  Aijiie. 


' In  tlie  so-called  ‘remittent  fevers’  of  the  tropics,  the  temperature  frequently 
descends  below  the  normal,  and  the  type  of  the  fever  is,  therefore,  strictly  spealdng, 
intermittent,  not  remittent. 
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TIME  OF  DAY 
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iiTcgular  mul  liaphazartl 
in  tlieir  occurrence  (see 
1^)- 

The  intermittent  type 
of  fever  is  characteristic 
of ; — 

(1.)  Those  specific  le- 
vers in  ■\vliich  the  fever 
poison  undergoes  repeated 
developments  in  the  sys- 
tem.— In  relapsing  fever 
there  are  usually  two  and 
sometimes  three  develop- 
ments ; in  ‘ intermittent 
fever’  the  number  of  de- 
velopments is  indefinite, 
and  unless  the  disease  lie 
arrested  by  therapeutic 
measures,  an  enormous 
number  of  relapses  or 
separate  attacks  of  fever 
may  occur;  the  attacks 
of  fever  are  periodic. 

(2.)  Suppuration,  pym- 

mia,  the  presence  of  pent-  . . 

up  pus.— Kach  attack  of  Wnnderlich.) 

fe\  ei  proliably  cones-  third  day  the  temperature  was  in  the 

ponds  to  the  ab.sorption  morning  106  4°  F.  ; at  mid  day  97 '3°  F.  ; and  in  the 
into  the  blood  of  some  evening  1 02-5°  F. 

poi.sonous  material  produced  at  the  seat  of  sup|)uration  or  other  localised 
lesion.  Tlie  attacks  of  fever  are  usually  non-periodic  (see  fig.  12). 

I'nder  the  intermittent  type  must  also  be  included  those  extra- 
ordinary cases  of  .so  called  elephantine  temperature  (see  figs.  28  and 
2U),  which  are  occasionally  met  with  in  hysterical  females. 

Mijced  form ti  of  fever,  in  which  the  temperature  is  ]>artly  continuous 
and  partly  intermittent,  are  frequently  met  with  (see  fig.  14).  In 
jihthisis  and  many  other  sub-acute  and  chronic  affections  in  which  this 
form  of  temperature  curve  is  observed,  there  is  usually  a localised 
inHarnmatory  condition  which  accounts  for  the  continued  fever,  the 
marked  remi.ssions  or  intermissions  being  usually  indicative  of  sup- 
puration, and  due  to  the  absorption  into  the  system  of  some  poisonous 
material. 
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A full  report  of  tlie  case  will  be  found  in  the  Edinburr/h  Medical  Journal  for  December  IS75 
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PRACTICAL  MEDICINE  AND  MEDICAL  DIAGNOSIS. 


THE  COURSE  OF  THE  TEMPERATURE  IN  FEBRILE  DISEASES. 

The  duration  and  character  of  the  three  periods  (development, 
height,  and  decline)  must  lie  observed. 

Stage  of  increase  {Initial  ox  iiyrogenetie  j^eriod). 

In  some  cases  the  initial  period  is  short  ami  the  rise  in  the  tem- 
])eratnre  rapid  (see  figs.  8,  11) ; in  others,  the  development  is  slow  and 
the  rise  in  temperature  gradual  (see  fig.  7). 

According  to  Wunderlich  the  following  affections  should  be  iucluded  in  these 
two  groups  respectively  : — 

A.  S^hort  initial  period  and  rapid  rate: — All  short  fevers,  febriculte,  fevers  follow- 
ing surgical  operations,  disorders  of  digestion  in  children,  variolous  affections 
(small  pox),  scarlatina,  croupous  pneumonia,  the  individual  attacks  of  fever  in 
intermittent  fever,  relapsing  fever,  pysemia,  nervous  fever. — (To  these  I would 
add  cases  of  hysterical  (functional)  pyrexia,  and  many  cases  of  fever  due  to  injuries 
or  lesions  of  the  brain  and  spinal  cord.  B.  B.) 

B.  Prolonged  initial  period  and  insidious  deoelopnient : — Acute  rheumatism,  pleurisy, 
pericarditis,  periostitis,  typhlitis,  phthisis,  numerous  atypical  affections,  especially 
those  in  which  the  fever  depends  upon  the  gradually  increasing  severity  of  the 
local  lesion. 


Stage  of  full  development  (Height  of  the  fever,  fastigium). — The 
duration  of  the  fastigium  vtivies  considerably  in  different  diseases,  and 
is  sometimes  of  great  diagnostic  value. 


In  the  following  table  the  duration  of  the  fastigium  in  .some  of  the  chief  febrile 
affections  is  given  after  Wunderlich.  (j\redicat  Thermomelnj,  page  261). 


(1.)  Verif  short, 
(2.)  5—6  dags, 


(3.)  2—2^  Ueci-.s 
(4.)  A considerable  lime. 


Aleasles. 

Bronchitis. 

Influenza. 

Cynanche. 

Barotitis. 

Catarrhal  pneumonia. 

Wandering  erysipelas. 

The  suppurating  fever  of  small  pox. 
Peritonitis. 

The  reaction  fever  of  cholera. 
Typhoid. 

Pleurisy. 

Trichinosis. 

Suppuration. 

Cerebro-spiiual  meningitis. 

Syphilis. 


The  degree  of  the  fever  during  Speaking  generally, 

the  average  height  of  the  temperature  is  of  more  importance  than  the 
absolute  height  on  any  single  occasion,  for  an  isolated  elevation  or  fall 
may  be  due  to  some  accidental  circumstance.  The  absolute  height 
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may,  however,  be  of  real  value;  if,  for  example,  in  a case  of  continued 
fever  the  temperature  during  the  fastigium  never  reaches  10o°  F.— I 
of  course  exclude  cases  in  which  special  measures,  such  as  cold  liathing, 
have  been  taken  to  check  the  rise  in  temperature,— we  may  exclude 
typhoid.  Again,  if  in  a case  of  fever  with  sudden  onset,  the  tempera- 
ture reaches  in  the  course  of  a few  hours  107°  or  10<S°  F.,  and  remain-^ 
high}  we  may  almost  certainly  diagnose  ‘relapsing  fever,’  and  may 
give  a favourable  prognosis.  Again,  it  in  the  course  ot  acute  rheumatism 
the  temperature  becomes  hyper-pyretic  (107°  F.  and  upwards),  the 
prognosis  is  most  unfavourable. 

Ill  the  following  table  the  average  height  of  the  fastigium  in  some  of  the  chief 
febrile  diseases  is  given  after  Wunderlich.  (^Medical  I Jurmanwtry,  page  248.) 

Degrees  Fahr. 

'typhoid,  according  to  the  severity  of  the  case,  . 

Typhus,  ,,  „ • • 

Smalt  Pox,  ,,  ).  • • 

Measels,  ,,  „ • • 

Croupouspncumonia,  ,,  ,,  • • 

Meninsgiti  of  the  convexity,  ,, 

Acute  articular  rheumatism  without  complications,  accord 
ing  to  the  severity  of  the  case,  .... 

Acute  influenza,  according  to  the  severity  of  the  case. 

Facial  erysipelas,  ,,  ,, 

Parenchymatous  tonsilitis,  ,,  ,, 


102  2 — 104-3() 
102-56— 104-0 
102-2  —104 
104  (often  lower) 

102- 5G— 104 
104  or  more 

101-3—103-1 
101-3- 102-50 

103- 1—104 
103-1  (about) 


Speaking  generally,  the  higlier  the  average  temperature  during  tlie 
fastigium,  the  more  .severe  the  case. 

The  character  of  the  tempcratarc  curre  during  the  fastigium. — AVhen 
tlie  fastigium  is  of  brief  duration  the  curve  is  of  course  a sharp  one 
(see  fig.  11,  page  76).  AVhere  the  fastigium  is  more  prolonged  the  tem- 
perature either  remains  steady  (though  in  consequence  of  tlie  diurnal 
variations  previously  referred  to,  see  page  76,  it  never  remains  continu- 
ously at  the  same  height,)  or  irregular,  owing  to  considerable  variations. 

'I'he  following  diseases  are,  according  to  Wunderlich,  cliaiacicrised  by  a steady 
and  unsteady  fastigium  respectively  ; — 

A.  Sticuhj  fastiyinm: — 'Pyphus,  scarlatina,  cioupous  pneumonia,  the  prodromal 
stage  of  pneumonia  and  its  allies,  acute  severe  secondary  pneumonia,  facial  ery- 
sipelas before  it  begins  to  spread,  parenchymatous  tonsilitis,  meningitis  of  the 
convexity,  severe  febrile  di.seases,  diseases  with  a short  initial  stage  of  rigors. 

H.  Unstcadij  fasii(/iian: — Typhoid,  especially  at  the  commencement  of  con- 
valescence, suppurating  stage  of  smallpox,  measles,  catarrhal  affections,  acute 
articular  rheumatism,  basilar  meningitis,  acute  tuberculosis,  pleurisy,  pericarditis, 
acute  and  chronic  suppuration,  pjaimia,  phthisis,  trichinosis. 

' In  hysterical  fever  the  temperature  may  rapidly  run  up  to  a very  high  point,  but 
it  does  not  remain  high  ; in  some  organic  lesions  of  the  brain  {c.y.  meningitis)  the 
temperature  sometimes  rises  very  rapidly  and  remains  high,  but  in  such  cases  pro- 
minent nervous  symptoms  always  precede  the  rapid  rise  in  temperature,  and  the 
iliagnosis  and  prognosis  can  hardly  be  a matter  of  doubt. 
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After  the  fiistigiuiii  has  lasted 
lor  a longer  ora  shorter  period — the 
e.xact  duration  varying  with  the 
nature  of  the  disease  and  the  sever- 
ity of  the  special  case  under  con- 
sideration— the  ])atient  either  re- 
covers or  dies.  In  the  former  case 
(recovery)  the  temjierature  falls 
and  the  })criod  of  defervescence  oc- 
curs ; in  the  latter  (death)  the 
temperature  in  some  cases  rises, 
while  in  others  it  falls  before  death 
(‘pro-agonistic’  rise  and  fall  respec- 
tively). See  figs.  Id,  Kg  17,  25,  2(), 
and  oD. 

The  of  de/'erceseence  or  dr- 

rlinc. — The  fall  of  tem})erature  may 
be  rapid  when  the  defervescence  is 
said  to  be  5//  eWsds;  or  gradual — 
defervescence  bij  li/sis. 

Defervescence  by  crisis  (see  figs. 
18  and  19)  occurs  in  cases  in  whicli 
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1'k;.  IT). — Pi  o-ngoiiutic  rhe  of  temptra- 
hire  in  Ulceralive  Emlocurdith  with 
rommenchiij  cerebral  meniiiQilix. 
For  a report  of  the  raxe  see  Tlio 
Iiitcniational  Joiu  nal  of  the  Mcilieal 
.Sciences,  Jiil’t  ISSO. 


Fiu.  I(i. — Pro  rii/oiush'c  rise  of  lemperuhire  hi  I'eriiirioiis  Aineviia.  {For  a report  oj 
the  case  see  The  Kdinljuigh  Medical  donnial,  November  1S77.) 
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Fit:.  17. — Pro-ayonistic  ritic  nf  temperature  in  a rose  of  Meningeal  Cerebral  J/atnorrhagc, 
due  to  the  rupture  of  an  aneurUm  of  the  left  common  carotid  artery.  ( For  a 
report  of  the  case  see  Tlie  Edinburgli  Medical  Journal,  August  ISSfi.) 


Fio.  Defervescence  by  crisis  in  Relapsing  Fever— a portion  of  the  chart  shovn  in 
fg.  8. 

Fic.  10. — Defervescence  in  Typhus  Fever— a portion  nf  the  chart  shown  in  fig.  7. 
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tlie  initial  rise  rvas  ra2)id,  as  in  relapsing  and  intermittent  fevers;  it 
is  the  natural  mode  ot  decline  in  those  febrile  aflectioiis  in  rvhich  the 


morbid  process  ceases  witli 
the  termination  of  tlie  fas- 
tigiunp  in  rvliich,  in  fact,  as 
in  typhus,  no  definite  localised 
lesion  remains. 

Ill  relapsing  fever  and  iiiter- 
niitteut  lever  each  paroxysm 
should,  as  has  been  previously 
pointed  out,  be  regarded  as  a 
separate  and  distinct  fever ; the 
morbid  process  which  gives  rise 
to  the  febrile  paroxysm  (but  not 
of  the  disease  as  a whole)  comes 
to  an  end  at  the  termination  of  the 
hot  stage,  and  a rapid  fall  in  tem- 
perature (defervescence  by  crisis) 
then  occurs. 

Defervescence  hy  lysis  (see 
figs.  20  and  21)  occurs  chiefiy 


Fig.  20. — Defer rescence  hy  lyxU  in  Typhohl 
Fever — a ])orlion  of  the  chart  nhown  in 
<>• 


Frc.  21. — Chart  fihoicivfj  defervescence  hy  lysis  in  a case  of  Typhoid  Fever. 


H.  W.,  a pitman,  ;et.  10,  admitted  to  tlie  Newcastle-on -Tyne  Infirmary  under  my 
care  with  the  characteristic  symptoms  of  mild  typhoid.  Under  the  administration 
of  salicylate  of  soda,  the  case  progressed  most  favourably,  the  course  of  the  temperature 
and  pulse  being  sliown  in  tlie  chart. 
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in  tliose  fever.s  in  wliich  the  morbid  process  does  not  end  with  the  termimi- 
tion  of  the  fastigiiim,hut  inwhich,as  in  typhoid, a localised  lesion  remains. 

Fevers  which  usually  end  by  crisis  may  end  by  lysis  when  resolu- 
tion is  imperfect  (as  in  some  cases  of  pneumonia),  or  when  some  com- 
plication (such  as  a glandular  abscess  in  the  neck  in  .scarlet  fever)  occurs. 

Defervescence  by  lysis  is  not  uncommon  in  very  severe  and  pro- 
longed ca.ses  of  fever,  even  when  the  defervescence  of  the  disease  is 
usually  by  crisis.  In  defervescence  by  lysis  the  fall  may  extend  over 
several  days ; in  some  cases  it  is  steady  and  gradual,  in  others  inter- 
rupted by  considerable  variations  which  often  a.ssunie  a remittent  type 
(‘  remittent  lysis  ’). 

Defervescence  by  crisis  and  lysis  are,  according  to  tViiudtrlicli,  characteristic 
of  the  following  affections.  {Medical  TIarimniietrji,  j>aye  271.) 

A.  Defervescence  by  crisis: — Febrile  disorders  in  which  there  is  a rapid  rise;  all 
fevers  with  a short  fastigiuin  ; relapsing  fever;  intermittent  fever;  croupous 
pneumonia;  typhus;  febricula;  facial  ery&ipelas  after  a relapse. 

H.  Defervescence  Inj  steady  lysis: — .Scarlatina  ; some  cases  of  typhus  ; jrneumonia  ; 
acute  rheumatism. 

C.  Defervescence  by  remittiny  lysis: — Diseases  in  which  a 8ui>purating  lesion 
remains;  typhoid;  suppurating  v.irioloid  ; severe  forms  of  catarrhal  disease;  scarla- 
tina with  suppurating  glands. 

The  temperature  (lurini/  convalescence. — The  return  to  heidth  cannot 
be  said  to  be  complete  until  the  temperature  returns  to  and  remains  at 
the  normal  level.  After  defervescence  by  crisis  the  temperature  often 
remains  for  some  days  slightly  below  the  nornnd.  During  convtdes- 
cence  the  temperature  equilibrium  is  very  unstable  ; slight  errors  in 
diet  or  other  trivial  accidental  circumstances,  which  in  health  produce 
no  temperature  disturbance,  may,  during  convalescence,  cause  a marked 
temporary  rise,  and  so  give  rise  to  the  suspicion  of  a relapse  or  the 
onset  of  some  complication.  In  cases  of  this  description  it  is  not 
always  possible  to  determine  straight  off  what  is  the  exact  cause  of 
the  rise  in  temperature ; the  observer  must,  under  such  circumstances, 
be  content  to  wait  and  watch  the  case  for  some  hours,  or  even  days, 
before  its  exact  significance  can  be  determined. 

' THE  CLINICAL  PHENOMENA  ASSOCIATED  WITH  AN  ATTACK  OF  FEVER. 

Definite  clinical  jdienoniena  accompany  the  development,  height, 
and  defervescence.  They  are  briefly  as  follows : — 

2'lie  clinical  phenomena  associated  with  the  period  of  development. — 
The  exact  character  of  the  symptoms  varies  with  the  nature  of  the  rise 
whether  rapid  or  (jradual. 

(1)  When  the  temperature  rises  ra})idly,  as  it  does  for  instance  in 
the  cold  stage  of  ague,  the  attack  is  ushered  in  by  a rigor.  In  some 
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cases,  the  rigor  is  the  first  indication  of  ill  health ; in  others,  the  patient 
lias  been  feeling  out  of  sorts  (listless,  tired,  unfit  for  bodily  or  mental 
exertion,  M'ith  perhaps  slight  headache,  aching  pains  in  the  limbs  and 
back,  loss  ot  appetite,  etc.),  for  some  liours  or  days  previously.  Witli 
the  onset  of  the  rigor  a teeling  of  chilliness  is  usually  first  felt  down 
the  back  or  in  the  extremities ; the  sensation  of  coldness  gradually  in- 
creases and  extends  over  the  whole  body ; the  features  become  pinched  ; 
the  skill  pale  and  shrivelled  ('goose-skin,’  or  ‘cutis  anserina’  as  it  is 
technically  termed);  the  lips  and  nails  blue;  the  teeth  chatter;  a con- 
vulsive tremor  ot  tlie  muscles  causes  a trembling  of  tlie  whole  body; 
the  voice  is  feeble  and  husky.  During  the  attack,  the  pulse  is  small, 
the  vessels  being  contracted ; the  surface  temperature  is  usually  lower- 
ed, but  the  internal  temjierature  above  the  normal,  being  sometimes  as 
much  as  104°  or  105°  4'.  (see  fig.  22).  The  symptoms  of  the  rigor 


Fio.  22.  —Chart  showing  the  course  of  the  axillary  and  cutaneous  (surface)  temperatures 
during  the  rigor  ( cold  stage ) of  Intermittent  Fever.  (After  Bedard.) 

X Marks  the  commencement  of  the  rigor  at  12  .\.m.  ; x x indicates  tlie  end  of  the 
rigor  at  1..30  p.  m.  ; tlie  continuous  Hue  indicates  the  axillaiy,  and  the  dotted  line 
the  cutaneous  (surface)  temperature.  At  12.40  p.m.  the  a.xillary  temperature  was 
100'5°  Farh.,  while  the  surface  temperature  was  89‘G°  Fah. 
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are  probably  due  to  the  energetic  action  ot  the  ievei'  ])oisnn  in»on  the 
vaso-motor  and  heat-producing  centres ; the  loss  oi  heat  iroin  the 
surface  ot‘  the  boily  being,  as  has  been  previously  exidained  (see  page 
09),  much  diminished,  while  the  heat  ])roduction  is  at  the  same  time 
increased.  In  young  children  a lupid  rise  in  temperature  is  usually 
attended  with  muscular  twitchings,  and  sometimes  with  violent  epilejdic 
convulsions. 

(2)  When  the  rise  in  temperature  is  gradual,  the  attack  commences 
with  a feeling  of  general  malaise,  disinclination  for  exertion  either  oi 
l)()dy  or  mind,  failure  of  appetite,  myalgic  pains  in  the  back  and  limbs, 
frontal  headache,  disturbed  sleej),  etc.  There  is  seldom  a definite  rigoi, 
but  a feeling  of  chilliness  (‘cold  cree])s’)  down  the  back  is  often  ex- 
])erienced.  These  svmptoms  become  more  and  more  marked,  and  the 
temperature  slowly  and  gradually  rises  until  tbe])eriod  of  full  develoj)- 
ment  of  the  fever  is  attained.  In  cases  of  this  descri])tion,  the  action 
of  the  poison  upon  the  vaso-motor  and  beat  producing  centres  is  moi'e 
gradual  and  less  energetic. 

The  cliiiieal  phnwtaena  ((saociafed  irifh  the  full  (h'vchqnnent  oj  the 
fever. — As  the  cold  stage  comes  to  an  end,  the  feeling  of  coldness  dis- 
a]>pears  ami  the  headache,^  the  aching  ])ains  in  the  l)ack  and  limbs 
usually  subside."  A .sensation  of  heat  is  now  experienced,  and  the 
])atient  endeavours  to  cool  himself  by  throwing  off  the  bed-clothes. 
The  ve.ssels  of  the  skin  dilate,  the  face  becomes  flu.shed,  and  the  skin 
feels  hot,  and  is,  as  a rule,  dry  f thirst  is  usiuilly  a prominent  symi)tom  ; 
the  patient  is  generally  restless  and  unable  to  sleep.  The  frequency  of 
the  pulse  is,  in  most  cases,  increased;*  during  the  earlier  stages  of  the 
fastigium  the  pulse  is  full  and  bounding;®  if  the  fever  should  last  for 
any  length  of  time  the  arterial  tension  becomes  much  diminished,  and 
the  pulse  becomes  small,  weak,  dicrotic  and  sometimes  irregular.  The 

Excepliom  to  Komc  of  tht  <jeneml  xtatementH  in  the  text. 

‘ Should  the  headache  continue,  meningitis  or  other  localised  brain  lesion  should 
be  suspected.  In  relapsing  fever  the  headache  sometimes  continues  during  the  fasti- 
gium without  any  cerebral  complication. 

* In  relapsing  fever,  the  pains  in  the  back  and  limbs  may  continue  throughout  the 
fastigium  and  during  the  period  of  convalescence. 

’ Profuse  sweating  occurs  in  rheumatic  fever  ; in  some  cases  of  typhoid  the  skin  is 
moist  during  the  earlier  periods  of  tlie  fastigium  ; in  relapsing  fever  there  may  be  pro- 
fuse sweating. 

* In  the  earlier  stages  of  typhoid  the  pulse  frequency  is  not  alway  s increased ; it 
may  even  be  less  than  normal.  In  the  later  stages  of  basilar  meningitis  (i.e.  during 
the  period  of  effusion)  the  pulse  is  usually  slow. 

* In  acute  peritonitis  the  pulse  is  small  and  wiry%  probably  in  consequence  of  stimu- 
lation of  the  vaso-motor  centre  in  the  medulla,  aird  the  resulting  I’eflex  contraction  of 
the  blood-vessels. 
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tongue  is  lurred,  usually  dry/  and  often  fissured  or  cracked  ; tlie  Lowels 
are  as  a rule  constipated/  and  the  appetite  conif)letely  lost.^  The  ])atient 
looses  M’eight,  the  muscles  more  especially  emaciating.  Tlie  urine  is 
diminislied  in  quantity,  liigh  coloured,  and  contains  an  excess  of  urea 
and  uric  acid/  its  clilmides  are  diminished;  it  not  unfrequently  con- 
tains albumen.  Should  the  fever  continue  for  any  length  of  time,  the 
blood  becomes  over-cliarged  with  effete  matters  (urea  and  its  derivates) 
whicli  jjoison  tlie  nerve  centres;  ‘ wandering,’  at  first  jierliaps  only  pre- 
sent at  niglit,  or  active  delirium  are  observed;  and  a ‘typhoid  condition’ 
establislied.  Tlie  tongue  becomes  dry,  lirown,  and  contracted,  it  may 
resemlile  a piece  of  roasted  leather;  the  teeth  become  covered  with 
sordes  ; the  pulse  frequency  is  still  further  increased,  and  the  dicroti.sm 
more  prominent;  delirium,  stupor,  ‘suhsultus  tendinum,’  ‘picking  the 
bed-clothe.s,’  ‘coma  vigil,’  or  profound  coma,  may  be  observed. 

During  the  fastigium,  the  tenqierature  reaches  its  highest,  the  heat- 
])roduction  and  heat-loss  are  both,  as  has  been  previoirsly  explained 
([lage  09)  very  greatly  increased;  while  the  rashes  and  other  charac- 
teristic lesions  of  the  eruptive  fevers  become  fully  developed. 
Bronchial  catarrh,  which  is  liable  to  be  mistaken  by  the  inexperienced 
observer  for  the  primary  disease,  is  often  jiresent. 

The  clinical  ph  enomena  associated  loiih.  the  jmriod  of  defervescence. — A 
very  sudden  fall  of  temperature  and  pulse,  such  as  is  seen  in  deferves- 
cence by  crisis  (see  figs.  8 and  28),  is  often  attended  with  marked 
collapse,  which  may  cause  considerable  alarm.  (In  relapsing  fever  the 
temperature  has  been  known  to  fall  from  106°  to  92°  F.,  and  the  pulse 
from  140  to  52  within  a few  hours.)  Critical  collapse  is,  however, 
seldom  if  ever  fatal;  under  appropriate  treatment  (the  external  appli- 
cation of  heat  and  the  internal  administration  of  wann  drinks  and 
stimulants,  beef-tea  and  hot  brandy  and  water  being  the  best)  the 
patient  sj^eedily  rallies,  and  generally  falls  into  a quiet  and  refreshing 
sleep,  from  which  he  wakes  obviously  improved,  the  tongue  beginning 
to  be  moist,  the  eye  luighter,  the  intelligence  greater,  the  pulse  quiet, 
etc.  Profuse  sweating  very  often  attends  defervescence  by  crisis ; it 
is  very  marked  in  intermittent  and  relajising  fevers.  In  some  cases, 
there  is  critical  diarrhcca;  in  others,  a copious  discharge  of  urates; 
occasionally  dyspnma  or  transient  delirium. 

Exceptions  to  some  of  the  (jemral  statements  in  the  text. 

' In  the  earlier  stages  of  typhoid  the  tongue  is  often  moist. 

" In  typhoid,  diarrheea  is  usually  a pi'ominent  symptom. 

^ In  some  cases  of  relapsing  fever  tlie  ajipetite  continues  unimpaired,  or  may  even 
be  voracious  tliroughout  the  fastigium. 

■*  The  amount  of  carbonic  acid  discharged  from  tlie  lungs  is  also  much  increased. 
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Fig.  2;E 


1'  iG.  2.E  Chart  shoivinij  thafatl  in  tempp.rature  ( continuous  line ) and  pulse  ( dotted  line ) 
in  the  collapse  of  defervescence  of  Scarlet  Fever.  (After  Redard.) 

Pig.  24.  Chart  shoiving  the  fall  in  temperature,  pulse,  and  respirations  in  the  defer- 
vescence of  Acute  Croupous  Pneumonia  of  moderate  severity. 

ti.  F.,  set.  19,  a labourer,  admitted  to  the  Newcastle-on-Tyne  Infirmary  under  my 
care,  on  2oth  December  1875. 

On  December  21st,  the  patient  got  cold  when  stripped  ; on  December  22d,  he  had  a 
rigor,  and  felt  pains  under  left  breast ; when  examined,  on  December  26th,  dulness 
and  tubular  breathing  were  present  over  the  lower  half  of  the  left  lung;  on  January 
ISth  tlie  patient  was  discharged  well. 


Ihe  collapse  and  rapid  fall  in  temperature  of  critical  defervescence 
nuist  not  be  confounded  with  the  rapid  fall  of  temperature  and  col- 
lapse which,  in  some  cases,  occur  just  before  death.  In  f>ro-lethal  or  pro- 
(tf/onistic  collapse,  as  it  is  termed,  the  frec[uency  of  the  pulse  and  res- 
pirations usually  increases  rather  than  diminishes  (see  figs.  25  and  26) ; 
while  the  pulse  becomes  more  dicrotic,  smaller,  more  thready  and 
irregular,  or  altogether  imperceptible. 
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Fig.  25.  — Chart  showing  the  course  of  the  iemjjeraturc, 
pulse,,  and  respirations  in  a case  of  Acute  Tuber- 
culosis. 


P.  H.,  a labourer,  cet.  47,  admitted  to  tlie  Nev\  - 
castle-oii-Tyne  Infirmary,  under  my  care,  on  24th 
December  1874,  complaining  of  loss  of  flesh,  cough, 
and  shortness  of  breatli  of  three  weeks’  duration. 
The  clinical  history  was  typical  of  acute  tubei'- 
culosis,  the  diagnosis  being  verified  post-morton. 
Death  took  place  at  10  a.m.  on  February  18th. 
At  9 A.M.  the  temperature  Avas  falling,  while  the 
pulse  and  respirations  were  lising  as  seen  in  tlie 
chai't. 


Fig.  26. — Chart  showing  a jwo-agonistic  fall  of  temperature,  and  rise  of  jmlse  and 
respirations  in  a case  of  Acute  Catarrlud  Phthisis  a>id  Purulent  Pericarditis. 

J.  M. , ait.  20,  admitted  to  the  Newcastle-on-Tyne  Infirmary,  under  my  care,  on 
2.5th  Februai’y  1874.  He  had  been  ill  for  three  months  ; both  lungs  were  extensively 
diseased.  After  death  the  kidneys  were  found  to  be  slightly  waxy. 


A\"hen  the  temperature  falls  slowly  (defervescence  by  lysis)  the 
return  to  health  is  more  gradual;  the  pulse-frequency  lessens  day  l»y 
day,  the  tongite  slowly  cleans,  the  delirium  and  otlier  urgent  nervous 
symptoms  gradually  abate,  the  a])pctite  is  slowly  regained,  etc. 

In  ‘remitting  lysis,’  where  marked  ups  and  downs  in  the  daily 
temperature  curve  occur,  su’eatings  and  collapse  are  sometimes  met 
with.  Suppurative  temperatures  (which  are  characterised  by  sudden 
variations,  each  rise  and  fall  being,  as  we  have  seen,  a distinct  attack 
of  fever)  are  usually  associated  clinically  with  rigors,  .sweatings,  or 
attacks  of  collapse. 


During  the  period  of  defervescence  the  heat-loss  is,  as  has  been 
])reviously  pointed  out,  greatly  increased,  while  the  heat-production 
may  be  (a)  increased,  (b)  normal,  or  (c)  diminished. 

The  clinical  phenomena  associated  with  the  picriod  of  convalescence. 
During  convalescence  the  temperature  is,  as  has  been  previously  stated, 
very  mobile,  and  liable  to  be  deranged  by  trivial  causes,  such  as  slight 
indiscretions  in  diet.  The  patient  is  aiicxmiic  and  debilitated;  he  is  apt 
to  be  giddy  and  faint  on  exertion,  and  should  be  cautioned  against 
suddenly  rising  from  the  recumbent  position,  or  putting  any  undue 
strain  upon  the  heart,  lest  fainting  or  fatal  syncope  should  occur,  d he 
digestive  organs  are  feeble,  and  careful  attention  to  diet  is  necessary, 
more  especially  in  typhoid,  in  which  a local  lesion  of  the  intestine  still 
remains  unhealed.  In  some  diseases,  special  precautions  are  necessary 
during  convalescence ; after  scarlet  fever,  for  example,  the  patient  must 
be  carefully  protected  against  cold  and  everything  which  is  likely  to 
])roduce  congestion  of  the  kidneys.  In  scarlet  fever,  small  pox,  and 
wliooping  cougli,  special  precautions  are  necessary  during  the  period  of 
convalescence  to  prevent  tlie  risk  of  infection. 

THE  DIFFERENTIAL  DIAGNOSIS  OF  FEVER. 

In  every  case  in  winch  there  is  }>yrexia  or  fever,  the  physician 
must  endeavour  to  determine  its  exact  cause,  for  increased  body  tem- 
piirature,  like  dropsy,  cough,  vomiting,  etc.,  is  a symptom  not  a disease. 
In  some  cases  it  is  impossible  to  come  to  a positive  conclusion  {i.e.  to 
make  a diagnosis)  at  the  first  visit.  Under  such  circumstances  the 
])hysician  (having  noted  the  height  of  the  temperature,  the  general 
condition  of  the  patient,  and  having  made  a careful  examination  of  all 
the  systems  and  organs)  must  be  content  to  wait  for  the  development 
of  symptoms  and  physical  signs  which  will  enal)le  him  to  come  to  a 
definite  conclusion  as  to  the  nature  of  the  case.  Should  there  be  any 
reason  to  suppose  that  the  fever  is  due  to  an  infectious  or  contagious 
disease,  the  patient  must  be  isolated  until  the  exact  nature  of  the 
condition  is  apparent,  and  every  precaution  taken  to  prevent  the  spread 
of  the  disease  should  the  suspicion  of  contagion  prove  to  be  correct. 

In  trying  to  form  an  opinion  as  to  the  nature  of  a doubtful  case  of 
fever,  it  should  be  remembered  that  an  elevation  of  temperature,  as 
shown  by  the  thermometer,  may  be  due  to  the  following  conditions : — 

1.  A localised  intlammation. 

2.  The  presence  in  the  body  of  the  poison  of  a specific,  contagious, 
malarious,  or  septic  fever,  and  the  derangement  of  the  system  which 
results  therefrom. 
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3.  Diseases — botli  functional  and  organic — of  tlie  central  nervous 
system  and  the  conse(j[nent  disturbance  of  the  nieclianism  concerned 
in  the  ju'oduction  and  regulation  of  tlie  body  heat. 

4.  Iinposture. 

Ihc  to  which  (tlfnUwn  .'should  he  ch/iejly  directed  in  order  to 

make  a diagnosis  are : — 

(1.)  Tlie  character  of  the  symptoms  and  their  mode  of  develop- 
ment. 

(2.)  The  nature  of  the  physical  signs. 

(3.)  The  exact  date  and  mode  of  commencement  of  the  attack. 

(4.)  The  temperature ; its  height;  mode  of  development,  and  course. 

(5.)  A history  of  exposure  to  infection,  and  the  duration  of  the 
supposed  period  of  incubation  ; the  occurrence  of  other  cases  of  disea.se 
in  the  same  family,  house,  or  neighbourhood ; the  prevalence  of  an 
epidemic. 

(G.)  The  history  of  a jirevious  attack  of  the  infectious  or  contagious 
disease  from  which  it  is  supposed  the  patient  may  lie  suffering. 

(7.)  The  age  of  the  patient. 

FEVER  DUE  TO  A LOCAL  INFLAMMATION. 

W1  len  the  fever  is  due  to  a local  inflammation,  the  most  important 
points  to  which  attention  should  be  directed  are : — 

dVie  presence  of  localised  pain,  and  of  symptoms  indicative  of  func- 
tional derangement  of  some  'particular  organ  or  part.— At  the  commence- 
ment of  an  attack  of  i^leurisy,  for  example,  a sharji,  shooting  pain  in 
the  side,  which  catches  the  breath,  is  usually  a prominent  symptom  ; 
there  is  generally  some  cough ; and  the  breathing  is  shallou'  and  (.piick. 
It  must  not,  however,  be  sujiiposed  that  all  inhammations  are  attended 
with  pain.  The  liver,  lung,  and  even  the  nerve  centres  (brain  and 
spinal  cord),  may  be  extensively  inhamed  without  any  pain  being- 
experienced.  Hence  the  necessity  in  every  case  in  which  the  cause 
of  the  pyrexia  is  obscure,  of  making  a careful  physical  examination  of 
all  the  internal  viscera,  more  especially  of  the  thoracic  organs  and  of 
the  liver.^  It  is  chiefly  when  the  inflammation  is  confined  to  the  sub- 
stance (interior)  of  the  organ  that  pain  is  absent.  AVhen  the  capsule, 
to  which  the  sensory  nerves  are  abundantly  distributed,  is  affected 
(either  directly  implicated  by  the  inflammatory  process,  or  suddenly 
l)ut  upon  the  stretch  by  internal  pressure),  i)ain  is  usually  a very 
prominent  symptom. 

‘ Murchisaii  states  that  in  many  cases  of  inllamniation  of  the  substance  of  tlie  liver, 
there  is  no  fever. 
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The  presence  of  ahnornicil  phjjsieal  sipns  (it  the  sent  of  the  disense. 
The  exact  nature  of  the  physical  signs  whicli  cliaracterise  inhaniination 
of  the  different  internal  organs  will  he  afterwards  descril)ed. 

The  character  of  the  temperature. — In  the  majority  ol  the  acute 
inllaminations  the  fever  is  of  the  continuous  type  ; a marked  exception 
occurs  in  those  iuHamniatory  affections  which  are  attended  with  sup- 
puration (see  hgs.  12  and  13,  pages  77  and  78). 

Note. — In  seeking  to  discover  the  cause  of  the  fever,  the  observer 
must  be  careful  not  to  mistake  some  incidental  complication  (the  bron- 
chitis for  example,  which  so  frerpiently  accompanies  typhoid  fever) 
for  the  primary  disease.  Whenever  there  is  any  doubt,  the  physician 
should  ask  himself  whether  the  supposed  cause  is  sufficient  to  account 
for  the  amount  and  character  of  the  fever  which  is  lU’esent. 

FKVEU  DUE  TO  THE  SPECIFIC  CONTAGIOUS  DISEASES. 

To  clearly  understand  the  points  to  which  attention  must  be  directed 
when  the  fever  is  supposed  to  be  due  to  the  presence  of  the  S])ecific 
contagions  diseases,  it  is  necessary  to  be  ac(piainted  with  the  leatling 
characteristics  of  those  affections. 

The  specific  contagions  diseases  (such  as  typhus,  tyjdioid,  scarlet 
fever),  owe  their  origin  to  the  introduction  into  the  body  of  siiecific, 
])articulate,  organic  poisons,  which,  so  far  as  is  known,  do  not  arise  de 
novo,  blit  are  always  derived  from  some  pre-existing  case  of  the  same 
disease.  In  some  cases  (as  in  scarlet  fever  and  typhus)  the  poison  is 
given  off  from  the  skin  or  lungs,  and  communicated  through  the  air, 
hy  direct  contact,  or  liy  means  of  ‘fomites.’  In  others,  as  in  typhoid, 
the  poison  is  given  off  from  the  bowel.  The  specific  contagions  diseases 
always  ‘ breed  true,’  in  other  words,  the  same  poison  always  produces 
the  same  disease  (typhoid  only  produces  tyi)hoid,  tyjdins  only  produces 
typhus,  and  so  on);  they  have  a definite  duration  and  characteristic 
course.  The  poison,  after  its  introduction  into  the  system,  remains 
latent  for  a certain  period.  The  period  at  which  the  symptoms  manifest 
themselves  after  exposure  to  contagion  is  of  importance  for  the  purposes 
of  diagnosis,  for  the  duration  of  the  latent  2^(''^’iod  or  the  period  of 
incubation  varies  with  the  nature  of  the  disease ; jirobably  also  with  the 
dose  of  the  poison,  and  the  channel  through  which  it  is  introduced  into 
the  body.  After  the  latent  period  has  elapsed,  the  disease  manifests 
itself ; usually  lasts  for  a definite  time  ; and  then  ends  either  in  recovery 
or  death.  In  many  of  the  true  specific,  contagious  diseases,  character- 
istic skin  eruptions  or  rashes,  which  appear  at  definite  periods  of  the 
disease,  and  on  definite  parts  of  the  body,  are  observed ; these  rashes 
are  consequently  of  great  importance  in  diagnosis.  In  many,  there  are 
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characteristic  local  lesions,  such  for  example  as  the  sore  throat  of  scarlet 
lever,  the  ulceration  of  the  intestine  of  typhoid.  One  attack  usually 
]M’otects  against  a second;  as  a rule,  therefore,  the  true  specific  contagious 
disease  only  occurs  once  in  a life-time.  Some  of  them  are  more  common 
at  one  period  of  life  than  at  another,  the  exantliemata,  for  example,  are 
usually  contracted  during  childhood  ; scarlet  fever  is  rarely  met  vith  in 
infants  under  twelve  months  old;  typhus  is  more  common  in  adults 
than  in  children,  etc. 

In  cases,  therefore,  in  which  the  fever  is  supposed  to  be  due  to  the 
])resence  of  a true,  specific,  contagious  disease,  attention  should  be 
directed  to  the  follovdng  i)oints : — 

The,  'presence  of  a rash  ; its  crart  character  and  distrihidion ; the 
date  of  its  appearance. — The  ])bysician  must  remember  that  a rash  is 
not  always  present,  even  in  those  diseases  which  are  nsnally  charac- 
terised by  it.  Scarlatina  sine  crniitione,  for  instance,  is  not  very  un- 
common. The  rash,  too,  may  have  disappeared  before  the  case  conies 
under  observation.  In  calculating  the  time  at  which  a rash  ought 
to  a.ppear,  due  allowance  must  be  made  for  variations  in  the  latent 
period  vdiicli  seem  to  occur,  and  for  the  difficulty  that  there  is  in 
many  cases,  in  fixing  the  exact  date  of  exposure  to  infection,  and  the 
exact  date  at  which  the  attack  commenced.  Care  must  be  taken  not 
to  confound  the  eruption  due  to  skin  diseases  or  to  drugs  (both  of 
which  may  of  course  be  complicated  with  j'yrexia)  with  the  rashes  of 
fevers — a point  to  which  attention  will  be  directed  more  in  detail  when 
the  differential  diagnosis  of  the  diseases  of  the  skin  is  treated  of. 

The  presence  of  characteristic  symptoms  and  physical  signs  (other 
than  the  skin  eruptions  just  referred  to),  such,  for  example,  as  the 
sore  throat  and  ‘strawberry’  tongue  of  scarlet  fever ; the  diarrhoea,  slight 
fulness  of  the  abdomen,  tenderness  and  gurgling  in  the  right  iliac  fossa, 
and  the  enlarged  spleen  of  typhoid,  etc. 

The  temperature  ; its  height ; mode  of  development  and,  course.  The 
different  specific  contagions  diseases  have,  as  has  been  previously 
stated,  distinct,  and  for  the  most  part  characteristic  temperature  charts; 
compare,  for  example,  the  mode  of  development  and  whole  course  of 
the  temperature  in  typhoid,  ty[)bus,  and  relapsing  fever  respectively. 
(See  figs.  7,  8 and  9,  pages  73  and  74.)  The  behaviour  of  the  tem- 
perature when  the  rash  appears  is  a point  of  some  importance.  In 
some  diseases,  small]X)x  for  instance,  there  is  a decided  fall  in  tem- 
]ierature  when  the  rash  appears. 

A history  of  co'ntagion ; of  exposure  to  an  obvious  source  of  infec- 
tion; the  date  <f  such  exposure,  and  the  length  of  time  vdiich  has  eleqjsed 
before  the  onset  of  the  disease,  the  appearance  of  the  rash,  and  other 
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characteristic  si/nij^tuins ; the  presence  of  other  cases  of  illness  in  the  same 
family  or  house ; the  prevalence  of  an  epidemic  in  the  neiyhhourhood,  or 
in  the  part  of  the  country  in  which  the  patient  has  heen  living. 

Wlieu  the  exact  source  of  infection  is  not  clear,  the  drainage  of  the 
house  in  which  the  patient  has  Ijeen  living,  the  source  and  character  ot 
the  water  and  milk  supply,  and  any  other  possible  sources  of  infection 
must  he  investigated. 

The  history  of  a previous  attark. — Although  one  attack  protects, 
as  a rule,  against  a second,  this  is  hy  no  means  always  the  case,  and 
some  people  possess  the  unfortunate  idiosyncracy  of  again  and  again 
contracting  the  same  specific  contagious  disease  (typhus,  for  example), 
whenever  they  are  exposed  to  the  contagion. 

t'KVKlt  DUE  TO  SKITIC  CONOmuNS. 

The  chief  points  to  which  attention  shonld  be  directed  in  tlie  ca.se 
of  a suppcKsed  ‘ septic  fever  ’ are : — 

The  presence  of  a wound  or  other  obvious  source  of  infection. — 'J'he 
septic  fevers  (such  as  pya-mia  and  se])tica-nda)  owe  their  oi'igin  to 
])oisons  winch  ])rol)ably  do  arise,  de  aoro,  as  the  result  of  decomposition 
— very  commonly  decomposition  in  a wound.  Occasionally  the  source 
of  infection  is  internal,  such,  for  example,  as  an  ulceration  of  the  in- 
testine, or  an  absce.ss  in  the  lung. 

2'he  temperature  curve,  and  the  constitutional  symptoms.  — In  pyaemia 
the  temperature  is  characterised  by  extraordinary  f]uctuation.s — irregular 
ups  and  downs — and  by  rigors  and  profnse  sweatings.  In  septicaanm 
the  fever  is  rather  of  the  continuous  type;  it  is  often,  though  l)y  no  means 
always,  high  ; in  some  cases  it  is  sub-normal ; the  general  .symptoms  arc 
those  of  i)lootl  poisoning  and  depression. 

I’EVEK  DUE  TO  MAI.AItlA. 

'fhe  chief  points  to  which  attention  should  be  directed  when  the 
fever  is  supposed  to  be  due  to  malaria  are  : — 

The  periodicity  of  the  attacks  of  fever ; the  character  of  the  tem- 
perature curve  (sudden  rise,  short  fastigium,  and  rapid  fall) ; and  the 
presence  of  a distinct  cold,  hot  and  sweating  stage.  In  some  cases  the 
]»aroxysm  of  lever  occurs  every  day  (quotidian) ; in  other.s,  every  other 
day  ( tertian) ; in  others  again,  every  fourth  day  (epiartan ).  (See  fig.  27.) 
Mixed  types,  such  as  double  tertian,  double  quartan,  etc.,  are  also  met 
with.  As  a rule,  the  attacks  of  fever  occur  at  the  same  time  of  dav  ; in 
some  cases,  more  esi)ecially  at  the  commencement  of  the  di.sease,  the 
usual  time  of  occurrence  is  anticipated,  instead,  for  example,  of  occur- 
ring at  12  o’clock  each  day,  a quotidian  ague  may  occur  on  ^londay. 
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Eio.  27. — Dimjram  nhoinwj  the  coiir/<e  of  the,  leniperaltn'e  in  (he  three  fjreat  types  of 
Intermittent  Ferer  (Ayue).  Fiy.  A,  quotidian;  Fiy.  B,  tertian;  Fi<j.  C, 
quartan. 


say  at  12;  on  Tuesday  at  11.45;  on  Wednesday  at  11.30,  and  so  on; 
in  cases  of  this  description  the  fever  is  said  to  be  ‘ waxintj.’  In  otlier 
cases,  the  period  of  occurrence  is  postponed  (Monday  at  12,  Tuesday  at 
12.15,  Wednesday  at  12.30,  and  so  on) ; tlie  fever  is  then  said  to  he 
‘ VKininrj! 

The,  duration  of  the  affection. — Malarial  fevers,  vhen  untreated, 
may  last  for  a very  long  time,  they  have,  in  short,  no  fixed  and  definite 
duration  ; even  when  quinine  and  other  appropriate  remedies  have  been 
vigorously  administered,  the  fe^'er  poison  may  remain  lurking  in  the 
system  (possibly  in  the  spleen  or  in  the  marrow  of  the  bones),  and  a 
paroxysm  of  fever  may  come  on  some  months  or  even  years  after  the 
disease  has  apparently  subsided.  Anything  which  produces  depression, 
such,  for  example,  as  exposure  to  cold,  a violent  injury,  or  profound 
mental  anxiety,  seems  in  some  cases  to  reproduce  an  attack. 

A history  of  exposv.re  to  malaria. — Ague  is  comparatively  rarely 
met  with  in  Scotland,  though  it  is  by  no  means  uncommon  in  the 
midlands  and  fen  districts  of  England.  In  the  majority  of  cases  of 
well-marked  ague  which  we  see  in  this  country,  the  disease  has  been 
contracted  abroad.  The  occupation  and  residence  of  the  patient  (whether 
lie  has  lived  in  a malarious  district),  should  always,  tlierefore,  1»e  care- 
fully investigated. 

'The  condition  of  the  fudient  hcticccn  the  paroxysms ; the  state  of 
the  spleen ; the  condition  of  the  blood. — After  the  paroxysm  passes  off, 
the  patient  is,  as  a rule,  free  from  fever,  indeed  the  temperature  may 
for  a time  be  sul, normal ; there  is  perhaps  some  lassitude  and  fatigue. 
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but  otherwise  the  patient  may  feel  well.  After  repeated  attacks  the 
patient  is  apt  to  become  anoeniic  and  cachectic.  During  the  febrile 
attacks  the  spleen  increases  in  size,  and  after  repeated  attacks  a chronic 
enlargement  of  the  organ  (which  has  been  termed  ‘ague-cake’)  may 
be  established.  During  an  attack  of  intermittent  fever,  the  red  blood 
corpuscles  undergo  a marked  diminution  (destruction) ; the  Avhite 
globules  are  usually  in  excess ; free  pigment  granules  can  often  be 
seen  in  the  blood  ; and  an  organism,  tlie  bacillus  malarice,  has  also 
been  demonstrated. 


FEVER  DUE  TO  LESIONS  OF  THE  NERVE  CENTRES. 

Fever  may  result  either  from  organic  disease  or  functional  derange- 
ment of  the  nerve  centres ; and  in  many  cases  it  is  probably  due  to 
direct  derangement  of  the  nervous  mechanism  concerned  in  the  pro- 
duction and  regulation  of  tlie  body  heat.  In  the  case  of  organic  lesions, 
such,  for  example,  as  myelitis,  meningitis,  and  cerebral  ha,‘niorrhage,  the 
associated  symptoms  and  signs,  and  the  evidences  of  organic  disease  are 
usually  so  definite  and  distinct  that  the  physician,  Avho  is  acquainted 
with  the  diseases  of  tlie  nervous  system,  can  seldom  liave  any  difficulty 
in  coming  to  a conclusion  as  to  the  nature  of  the  case.  The  chief  diffi- 
culties in  diai^nosis  arise  in  those  cases  in  which  distinct  evidence  of 
organic  disease  of  the  nervous  .system  is  wanting — in  hysteria,  and 
other  functional  derangements,  for  example.  In  cases  of  this  descrij)- 
tion  the  i)hysician  must  be  on  his  guard  against  deception,  and  must 
(1)  satisfy  himself  that  the  increased  temperature  is  genuine.  lie 
must  see  that  no  external  source  of  heat,  such  as  a hot  bottle,  poultice, 
etc.,  is  in  contact  with  the  patient;  and  must  take  care  that  the  eleva- 
tion of  the  mercury  is  not  the  result  of  friction,  for  it  has  been  sug- 
gested that  the  extraordinary  elevations  of  temperature,  which  have 
been  observed  in  some  hysterical  cases,  may  possibly  have  been  pro- 
duced by  the  patient  rubbing  the  arm  against  the  bulb  of  the  thermo- 
meter. The  physician  should  himself  hold  the  thermometer  in  situ 
while  the  observation  is  being  made,  and  should  take  the  temperature 
not  only  in  the  axilla  but  also  in  the  mouth  and  rectum.  The  general 
condition  of  the  patient  at  the  time  of  the  observation  and  the  condition 
of  the  part  (such  as  the  axilla)  with  which  the  mercury  is  in  contact, 
should  be  carefully  tested. 

(2)  Having  satisfied  himself  that  the  elevation  of  temperature  is 
genuine,  and  that  there  is  no  obvious  cause  of  pyrexia  present,  he  may, 
by  the  method  of  exclusion,  be  able  to  conclude  that  the  pyrexia  is 
duo  to  derangement  of  the  nervous  system. 
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(3)  I'or  the  next  step  in  the  diagnosis,  lie  inust  rely  npon  his  know- 
ledge of  nervous  disease.  Provided  that  there  is  no  distinct  evidence 
oi  organic  disease,  and  granting  that  there  are  symptoms  of  I'unctional 
derangement  (such  as  hysterical  symjitoms),  he  may  feel  compelled  to 
eonclnde  that  the  pyrexia  is  due  to  a temporary  and  functional  di.stnrh- 
ance  ot  the  nervous  mechanism  concerned  in  the  production  and  re- 
gulation of  the  animal  heat.  For  my  own  jiart  I see  no  reason  why 
such  functional  and  temporary  derangements  may  not  occur.  Hysteri- 
cal paralysis,  hysterical  contracture,  hysterical  an?esthe.sia,  hysterical 
dyspnoea,  hysterical  palpitation,  are  all  well  recognised  conditions, 
which,  like  hysterical  jiyrexia,  are,  1 think,  jirobably  due  to  arrested 
blood  supply,  a spasmodic  arterial  contraction,  .shutting  off  the  nutrient 
material  from  certain  of  the  cerebral  nerve  centres  connected  with  the 
motor,  sensory,  respiratory,  cardiac,  heat-producing  or  heat-regulating 
mechanisms  respectively.  It  must,  however,  be  stated  that  cases  in 
which  a diagnosis  of  hysterical  pyrexia  is  wari-anted,  are  rare.  Cases 
of  the  kind,  to  which  Dr  Donkin  has  aj)plied  the  term  ‘paradoxical 
temperature,’  are  of  the  greatest  interest,  and  require  much  more  care- 
ful study  than  has  as  yet  been  given  to  them.  They  are  calculated, 
1 think,  to  throw  some  light  upon  the  position  and  structure  of  the 
nervous  mechanism  concerned  in  the  j)rodnction  and  regulation  of 
animal  heat. 

The  extraordinary  character  of  the  temperature  curve — the  re- 
markable height  to  which  the  temperature  may  rise,  and  the  sudden 
variations  which  occur  (see  figs.  28  and  29) — together  with  the  absence 
of  grave  symptoms,  in  many  cases  show  conclusively  the  nature  of 
the  case. 

Summary  of  tlu  jyomts  to  which  attention  should  he  directed  in  the 
differential  diagnosis  of  a case  of  gyyrexia. 

1.  Ascertain  from  the  patient  or  the  patient’s  friends  the  leading 
symptoms,  their  mode  of  development,  and  the  exact  date  of  the 
commencement  of  the  attack.  By  this  means  we  get  a clew  to  the 
nature  of  the  case,  and  pass  on  to  steps  2,  3,  4,  or  5,  as  that  clew  may 
suggest. 

2.  If  you  suspect  the  case  to  be  one  of  the  true  specific  contagious 
diseases,  look  for  a rash  and  for  .symptoms  and  signs  indicative  of  the 
characteristic  local  lesion ; see  whether  the  height  of  the  temperature 
and  the  iieriod  of  incubation  are  in  keejiing  with  the  supposed  nature 
of  the  case ; ascertain  if  the  patient  has  been  exposed  to  infection  ; if 
there  are  similar  cases  in  the  house  or  neighbourhood ; if  he  has 
previously  suffered  from  the  suspected  disease,  etc. 


TKMl’EliATntl-:. 


<19 


11  ijxttrkal  Pi/rtxia:  Axillary  teaiperalure. 


Fic.  28. — Chart  showing  the  axillary  temjitrahirc  in  Professor  G.  II.  Philipson's  case  of  Hysteria. 

The  patient,  a domestic  servant,  set.  28,  was  admitted  to  the  Newcastle-on-Tyne 
Infirmary  on  July  4th,  1879,  under  the  cai-e  of  Professor  G.  11.  Philipson,  suffei-ing 
from  well-marked  hysteria,  intercostal  neuralgia,  and  amenorrhcca, — there  was  marked 
cutaneous  hyperjssthesia  ; the  skin  was  usually  hot  and  dry,  but  during  the  night,  and 
at  times  during  the  day,  there  were  profuse,  sour  smelling  acid  perspirations ; the 
pulse  and  respirations  were  normal  tliroughout  the  whole  course  of  the  case ; the 
temperature  pi’esented  the  extraordinary  elevations  shown  in  tlie  charts  (fig.  28  sliow 
the  tempei’ature  in  the  axilla  ; fig.  29  the  temperature  in  the  mouth). 

Three  thermometers  of  greater  range  than  usual  were  employed  ; they  were  always 
placed  in  position,  one  in  the  mouth  and  one  in  each  axilla,  and  removed  either  by  the 
clinical  clerk  or  the  senior  house  surgeon ; during  the  time  that  the  thermometers  were 
in  situ  a nurse  was  placed  at  the  patient’s  bedside,  and  instructed  to  watch  carefully 
for,  and  to  prevent  any  movement  of  the  patient’s  anus. 

The  elevations  of  temperature  were  usually  of  brief  duration,  and  were  not 
uniformly  distributed  over  the  body  ; on  the  24th  of  July,  for  example,  the  tempera- 
ture in  the  left  axilla  was  117°  F.,  when  that  on  the  right  axilla  was  110°  F.,  and  that 
ill  tlie  mouth  102°  F. 

For  further  particulars  the  reader  is  referred  to  the  Lancet,  1880,  vol.  i.  p.  G41. 
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Hysteria  Pyrexia : Temperature  in  mouth. 


Fig.  29. — Chart  shoivivg  the  temperature  in  the  mouth  in  Professor  G.  //.  Philipson's 
case  of  Hysteria.  (For  description  of  case  see  fig.  28. ) 


3.  If  you  suspect  the  presence  of  a local  inflammation,  make  a 
careful  physicial  examination  of  the  organ  or  part,  and  ascertain  if  tliere 
is  any  pain,  or  if  there  are  any  indications  of  functional  derangement. 

In  obscure  cases  of  pyrexia,  the  condition  of  all  the  viscera,  but 
more  especially  of  the  lungs  and  liver  must  be  carefully  investigated. 

4.  If  you  suspect  the  fever  to  be  of  malarious  origin,  look  to  the  tem- 
perature curve  and  the  periodicity  of  the  attacks ; ascertain  the  duration 
of  tlie  disease ; whether  the  patient  has  been  exposed  to  malaria ; 
and  particularly  investigate  the  condition  of  the  blood  and  spleen. 

5.  If  you  suspect  a septic  fever,  look  for  an  external  wound  or 
injury,  or  other  (internal)  source  of  infection;  and  regard  the  temperature 
curve  and  the  general  symptoms. 

6.  In  hyperpyretic  temperatures  without  grave  symptoms,  suspect 
relapsing  fever,  hysterical  fever,  or  malingering. 
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7.  When  you  cannot  make  a diagnosis  at  the  first  visit,  isolate  the 
patient,  and  take  precautions  to  prevent  the  spread  of  infection  in  case 
the  pyrexia  should  be  due  to  an  infectious  or  contagious  disease. 

8.  When  you  feel  satisfied  that  tlie  pyrexia  is  genuine,  and  that 
it  is  not  due  to  a local  infiainmation,  specific,  contagious,  malarial 
or  septic  disease,  and  when  there  are  nervous  symptoms  present,  you 
may  conclude  that  the  fever  results  from  the  nervous  lesion. 

9.  The  diflerential  diagnosis  of  the  exact  nature  and  position  of 
the  nervous  lesion,  and  whether  it  is  functional  or  organic,  can  only  be 
determined  by  a careful  and  detailed  examination  of  tlie  nervous  system, 
and  depends  on  considerations  which  it  would  be  out  of  place  to 
consider  here. 

DIMINUTION  OF  TEMPERATURE:  ALGIDITY. 

Diminution  of  the  body  heat  as  a whole,  the  temperature  of  the 
central  as  well  as  of  the  peripheral  parts  being  lowered,  may,  for  the 
purposes  of  descri])tion,  be  termed  general  depression  of  temperature  or 
general  algidity.  It  occurs  both  as  an  acute  and  chronic  condition  ; 
the  former  {acute  general  depre.ssion  or  acute  general  algidity)  being 
more  common  than  the  latter  {ehronie  general  depression  of  tempera- 
ture or  chronic  general  algidity). 

Genercd  algidity  must  be  carefully  distinguished  from  the  condition 
in  which  the  temperature  of  the  peripheral  parts  is  lowered  while 
that  of  the  central  or  deeper  parts  remains  noi-mal  or  is  elevated — a 
condition  which  may  l)e  termed  peripheral  depression  of  temperature  or 
peripheral  algidity.  The  distinction  can  only  be  made  by  observing 
the  temperature  of  the  rectum,  and  comparing  it  with  that  of  the  sur- 
I'ace  of  the  body. 

Peripheral  algidity,  loith  a normal  temperature  of  the  central  and. 
deeper  parts,  of  common  occurrence  both  in  health  and  disease.  It 
may  result  from  exposing  the  surface  of  the  body  to  external  cold,  and 
is  readily  produced  in  children  in  whom  the  temperature  equilibrium 
is  more  unstable  than  in  adults.  Healthy  persons  exhibit  great  differ- 
ences in  their  susceptibility  to  external  variations  in  temperature. 
'I'hose  whose  vaso-motor  tone  is  low,  bear  both  heat  and  cold  badly ; in 
them  peripheral  depressions  of  temperature  are  readily  produced  by 
exposure  to  external  cold,  the  blood  in  the  peripheral  or  surface  circu- 
lation being  driven  into  the  central  or  deeper  parts,  a result  which  is 
not  always  unattended  with  danger,  for  should  the  arteries — say  in  the 
brain — be  degenerated,  the  sudden  increase  of  pressure  to  which  their 
coats  are  exposed  may  lead  to  rupture  and  an  attack  of  hcemorrhagic 
apoplexy.  The  .-sudden  overfilling  of  the  deeper  vessels,  which  so 
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I rcij^uently  rcsulls  in  persons  of  Iom'  vaso-motor  tone  from  exposure  to 
cold,  is,  T believm,  a common  cause  of  headaches.  The  sudden  over  dis- 
tention of  the  left  ventricle,  wliich  may  result  from  the  action  of  cold 
on  the  peripheral  parts  is,  without  doul)t,  in  some  cases  the  immediate 
exciting  cause  of  au  attack  of  angina  pectoris. 

Peripheral  depressions  vdth  a normal  temperature  of  the  central 
and  deeper  parts  are  very  common  in  di.sease;  while  peripheral  depres- 
sion with  central  elevation,  is  of  frerpient  occurrence  in  febrile  disorders. 
I )uring  the  stage  of  rigor,  for  example,  tlie  rectal  temperature  may  be 
rising  rapidly  and  very  much  above  tbe  normal,  Avhile  the  patient  is 
shivering  with  cold,  and  the  temperature  of  the  peripheral  parts  sub- 
normal (see  fig.  30).  In  cholera,  too,  the  surface  temperature  may  be 
greatly  depressed,  wbile  tbe  central  (rectal)  temperature  is  normal  or 
much  above  the  normal.  In  some  cases  of  sclerema  neonatorum,  remai  k- 


Fk;.  30. — Chart  -skoiring  the  course  of  the  axillary  and  cutaneous  (surface)  temperatures 
during  the  rigor  (cold  stage)  of  Intermittent  Fever.  (After  Redard.) 

X Marks  tlie  commencement  of  the  rigor  at  12  a.m.  ; x x indicates  the  end  of  the 
rigor  at  1.30  P.  m.  ; the  continuous  line  indicates  the  axillary,  and  tlie  dotted  line  the 
cutaneous  (surface)  temperature.  At  12.40  r.n.  the  axillary  temperature  was  lOO'o, 
while  the  surface  temperature  was  SO'fi”  Fah. 
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able  differences  have  also  been  noted  between 
the  peripheral  and  central  temperatures  (see 
lij:'.  31).  Many  other  examples  of  a similar 
kind  might  also  be  mentioned. 


Acute  g-eneral  alg-idity. 

A sudden  depression  of  the  body  tempera- 
ture as  a wliole,  occurs  in  many  different 
conditions,  and  may  result  from  a variety 
of  causes.  The  following  arc  some  of  the 
chief : — 

1.  Prolo)i(jed  i\qmure  to  severe  external 
cold. — Professor  Peter  (quoted  by  Iledard) 
has  reported  a case  in  which  the  temperature 
of  a woman,  who  had  been  exposed  to  ex- 
treme cold,  fell  to  20°  C.=78'5°  Fab.,  and 
in  which  recovery  nevertheless  took  place. 

2.  Cold  and  alcohol. — When  the  patient 
is  in  a state  of  alcoholic  intoxication,  cooliim 
of  the  body  by  exposure  to  external  cold  is 
still  more  easily  produced.  Numerous  cases 
have  been  reported  in  which  the  temperature 
under  such  circumstances  fell  to  78°  F.,  or 
even  below  it.^ 

3.  Severe  traumatic  injuries. — All  con- 
ditions which  ])roduce  profound  shock  and 
depression,  such  as  fear,  pain,  hemorrhage, 
laceration  of  nerves,  lower  the  temperature. 
Hence  algidity  is  very  frequently  seen  after 
severe  injuries,  more  especially  those  which 
are  attended  with  profound  collapse,  such 
as  perforating  wounds  of  the  thorax  and 
alxlomen,  severe  contusions  and  lacerations, 
severe  burns,  etc. 
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Fig.  31.— Chart  shoicimj  the  temperature  of  the  rectum,  axilla,  arm,  and  foot,  in  a ca.’^e 
of  Sclerema  Neonatorum.  (After  Gaxxot.) 


On  tlie  third  day  on  which  the  temperature  was  taken  (the  fourth  day  of  the  disease) 
tlie  rectal  temperature  was  103°  Fah.,  while  the  temperatures  of  the  axilla,  arm,  and 
foot  were  83°,  81°,  and  79  "5°  Fah.  respectively. 


' Magnan  and  Duguet,  Nicolaysen,  Keincke,  Weilland,  (i.  Glaser,  have  seen  tempera- 
ture.s  (centigrade)  of  26°  (cure)  247°,  327°  (death),  28 '4°,  26  6°  (cure),  and  30 '4°,  24°, 

267°  (cure),  in  alcoholics  exposed  to  cold.— 7?er/n,Yr.s  Trade  de  Thermometrie  Mddicah 
page  .30.  ’ 
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Fig  32.— Chart  .‘thawing  the  course  of  the  temperature  and  pulse  in  a case  of  Chronic 
Obstruction  of  the  Bowels,  the  result  of  a malignant  stricture:  the  fatal  termina- 
tion was  due  to  perforation  and  pieritonitis. 

J.  C. , admitted  to  the  Ne\vcastle-on-Tyne  Infirmary,  under  my  care,  on  April  29th  ; 
died  on  May  3 1st,  1875. 

On  May  11th  the  temperature  is  seen  to  be  sub-normal,  while  the  pulse  frequency 
is  much  increased. 

4.  Rupture  of  internal  organs  (such  as  the  stomach  or  intestine) ; 
strangulation  or  obstruction  of  the  intestines  (see  fig  32);  the  passage 
of  renal  or  hepatic  calculi ; in  short,  all  internal  and  spontaneous  (as 
distinguished  from  external  and  traumatic)  causes  of  collapse  and  shock 
may  be  attended  with  a general  depression  of  temperature. 

It  must  not,  however,  be  supposed  that  the  central  temperature  is 
depressed  in  all  cases  of  collapse — cases,  indeed,  sometimes  occur  in 
which,  with  the  symptoms  of  collapse,  the  temperature  is  elevated.  In 
such  cases  the  prognosis  is  always  very  grave,  in  fact  the  condition  is, 
in  most  cases,  indicative  of  impending  death. 

5.  Hcemorrliage. — A sudden  and  profuse  loss  of  blood  is  usually 
attended  with  a fall  in  temperature,  which  may  be  considerable  in  ex- 
tent, more  especially  when  the  bleeding  occurs  in  the  course  of  a fever 
or  other  disease  in  which  the  temperature  is  above  the  normal  (see  fig. 
33).  The  depression  of  temperature  is,  as  a rule,  of  brief  duration  ; 
should  the  patient  survive,  tlie  mercury  generally  rises,  after  a few  hours 
at  the  most,  and  often  exceeds  its  previous  standard  of  elevation  (see 
fig.  39).  A copious  hfemorvhagp  occurring  in  a healthy  person  is, 
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bio.  33. — Chart  in  a case  of  Typhoid  Fever  showing  a mnrhed  fall  in  temperature  the 
7-esidt  of  vdestiual  hcemorrhage.  (After  Redard.) 

X A slight  fall  after  the  administration  of  an  antimonial  draught. 

X X Marked  fall,  the  result  of  intestinal  lueinoiThage.  Death  took  place  two  hours 
after  the  last  observation  of  the  temperature. 

according  to  Redard,^  only  attended  with  a slight  temporary  depression 
of  the  central  temperature,  followed  by  an  elevation  which  may  last 
from  ten  to  twelve  hours,  but  during  the  period  that  the  temperature 
of  the  central  parts  is  raised,  that  of  the  peripheral  parts  remains 
depressed. 

6.  Diarrhma  and  vomiting. — Sudden  and  profuse  diarrhoea,  or 
copious  vomiting,  such  as  occurs  in  the  summer  cholera  of  children,  is 
often  attended  with  great  depressions  in  the  peripheral,  and  sometimes, 
too,  Avith  marked  falls  in  the  central  temperature.  The  same  result 
also  occurs  in  true  or  Asiatic  cholera,  in  which,  however,  the  central 
temperature  is  often  much  elevated  when  the  peripheral  temperature 
is  markedly  depressed.  Any  profuse  and  sudden  discharge  (diarrhoea, 
vomiting,  sweating)  occurring  in  persons  who  are  in  a debilitated  and 
cachectic  condition,  suffering  from  phthisis  for  example,  may  be  at- 
tended with  depression  of  temperature. 


' Loe.  cif.,  page  4S. 
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7.  Severe  injuries  or  lesions  of  (he  eentral  nervous  si/stem. — Sudden 
lesions  which  produce  profouud  nervous  shock,  and  more  especially 
those  which  directly  interfere  with  the  nervous  mechanism  concerned 
in  the  production  and  regulation  of  animal  heat,  may  he  attended  with 
marked  depression  of  temperature.  In  cerebral  haemorrhage,  Charcot, 
Bourneville  and  others,  have  shown  that  there  is  at  the  outset  a very 
distinct  fall  in  temperature,  which  is  of  real  diagnostic  and  prognostic 
importance. 

In  the  teinperature  curve  of  cerebral  haemorrhage  three  distinct  periods  may 
be  recognised  ; — 

(1  ) A period  of  depression  which  comes  on  immediately  after  the  extravasa- 
tion. Within  a few  (1 — 3)  hours  the  temperature  which  has  fallen  1 or  2 degrees 
centegrade,  the  average  (minimum)  point  to  which  it  falls  being  36°  C.  =‘J6  8°  F., 
returns  to  the  normal. 

(2  ) A stationary  period,  during  which  slight  variations  (elevations  or  depres- 
sions above  or  below  the  normal  standard)  may  occur. 

(3.)  A period  of  elevation,  which  usually  sets  in  within  three  days  from  the  com- 
mencement of  the  attack,  and  which  is  characterised  by  all  the  usual  symptoms 
of  fever;  the  extent  of  rise  may  be  considerable,  in  severe  and  fatal  casts  the 
temperature  may  reach  40°,  41°,  or  even  42°  C.  These  three  periods  are  character- 
istic, and  help  to  distinguish  an  apoplectic  attack  due  to  cerebral  haemorrhage 
from  an  apoplectic  attack  clue  to  cerebral  embolism,  and  from  the  apoplectiform 
attacks  which  so  frequently  occur  in  the  course  of  general  paralysis  of  the  insane^ 
cerebral  tumours,  multiple  cerebro- spinal  sclerosis,  alcoholic  intoxication,  hysteria, 
and  some  other  conditions. — Redard's  Thermomclrie  Medicale,  page  34,  et  seq. 

8.  The  onset  of  ■periearditis  in  oldiieoqdc. — Thi.s,  according  to  Charcot, 
is  often  attended  witli  a depre.ssion  of  teinperature.  In  some  cases,  too, 
of  peritonitis  I have  observed  a slight  depression  of  temperature  at  the 
commencement  of  the  attack. 

9.  Asphyxia. — In  poisoning  by  carbonic  acid,  and  conditions  of 
asphyxia  the  temperature  falls  below  the  normal. 

10.  Urcemia ; Aeute  yellow  atrophy  of  the  liver. — The  remarkable 
depressions  of  temperature  which  occur  in  uneinia,  and  the  subnormal 
temperature  which  is  met  with  in  some  cases  of  acute  yellow  atrophy 
of  the  liver,  are  probably  due  to  the  action  of  retained  excrementious 
materials  upon  the  heat  generating  nerve  centres. 

11.  Poisons. — Alcohol,  digitalis,  cpiiniiie,  morphia,  antimony,  chloro- 
form, and  many  other  drugs,  Avhen  given  in  large  doses,  produce  marked 
depressions  of  temperature. 

In  some  cases,  too,  of  septiciemia  and  scarlet  fever,  in  which  the 
symptoms  progress  with  alarming  rapidity,  the  temperature  may  not 
rise,  but  may  remain  normal,  or  even  sink  below  the  normal. 

In  some  very  rapid  cases  of  scarlet  fever,  in  which  the  patients  died 
within  eighteen  or  twenty-four  hours  after  the  onset  of  the  attack,  and  in 
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which  the  symptoms  were  chiefly  those  of  collapse  with  vomiting,  ami 
in  one  case  also  diarrhoea,  I have  seen  the  temperature  in  the  axilla, 
(luring  the  first  few  hours  below  the  normal,  the  nerve  centres  appear- 
ing, as  it  were,  to  l)e  paralysed  by  the  intensity  of  the  poison. 

In  those  ca.ses  of  septicaemia  and  gangrene,  in  which  the  temperature 
is  subnormal,  the  depression  is  perhaps  due  to  the  action  of  a ptomaine 
rather  than  of  a particulate,  living,  organic  ])oison,  upon  the  nerve  centre.s. 

12.  Fchrile  diseases. — Collapse  with  algidity,  which  in  some  cases  is 


t k;.  .34. — Chart  shoivimj  the  fall  in  temperature  ( contiiiuoun  line ) and  pulse  ( dolled  line ) 
in  the  collapse  of  defervescence  of  Scarlet  Fever.  (After  Redard. ) 

I' (G.  .3.).  — Chart  showing  the  fall  in  temperature,  pulse,  and  I'esjnrations  in  the  defer- 
vescence of  Acute  Croupous  Pneumonia  of  moelerate  severity. 

O.  I'.,  a?t.  19,  a labourer,  admitted  to  the  Xewcastle-on-Tyne  Infirmary  under  my 
c.are,  on  25th  December  1875. 

On  December  21st,  the  patient  got  cold  when  stripped  ; on  December  22d  he  had  a 
rigor,  and  felt  pains  under  left  breast ; when  examined,  on  December  26th,  dulness 
and  tubular  breathing  were  present  over  the  lower  half  of  the  left  lung;  on  January 
ISth  the  patient  was  discharged  well. 
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Fig.  36. 

Fig.  36. — Chart  showing  the  course  of  the  temperature, 
pulse,  and  respirations  in  a case  of  Acute  Tuber- 
culosis. 

P.  H.,  a labourer,  aet.  47,  admitted  to  the  New- 
castle-on-Tyne  Infirmary,  under  my  care,  on  24tli 
December  1874,  complaining  of  loss  of  flesh,  cough, 
and  shortness  of  breath  of  three  weeks’  duration. 
Tlie  clinical  history  was  typical  of  acute  tuberculosis, 
the  diagnosis  being  verified  post-mortem.  Death  took 
place  at  10  a.m.  on  February  18th  At  9a.M.  the 
temperatui'e  was  falling,  while  the  pulse  and  tempe- 
rature were  rising,  as  seen  in  the  chart. 
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Fig.  37. — Chart  showing  a pro-agonistic  fall  of  temperature  with  a rise  of  pulse  and 
respirations  in  a case  of  Acute  Catarrhal  Phthisis  and  Puruletd  Pericarditis. 

J.  M.,  let.  20,  admitted  into  the  Newcastle-on-Tyne  Infirmary,  under  my  care,  on 
February  25th,  1874  He  had  been  ill  for  three  months,  both  lungs  were  extensively 
diseased.  The  kidneys  were  found  after  deatli  to  be  slightly  waxy. 

general,  in  others  peripheral  only,  may  occur  {a)  at  the  commencement 
of  a fever  with  the  stage  of  rigor;  (h)  during  the  course  of  the  fever, 
as  the  result  of  some  accident  or  complication  (severe  Inemorrhage, 
copious  diarrhoea,  perforation  of  the  intestine  in  tyjihoid  for  instance); 
and  (c)  at  the  terminal  period  of  the  attack,  when  it  may  be  indica- 
tive of  a remission,  critical  defervescence  (recovery),  or  death  (the  pro- 
agonistic  or  pro-lethal  fall  of  Wunderlich). 

In  critical  defervescence,  the  symptoms  of  collapse  are  not,  as  a 
rule,  severe ; and  the  condition  is  still  further  distinguished  from  the 
fall  which  so  frequently  precedes  death,  by  the  fact  that  there  is  along 
with  the  fall  in  temperature,  a diminution  in  the  frequency  of  the  pulse 
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and  respirations  (see  figs.  34  and  35).  In  pro-agonistic  collapse,  while  the 
temperature  may  fall,  the  pulse  increases  in  frequency,  its  force  at  the 
same  time  diminishes,  it  becomes  thready,  often  irregular,  and  sometimes 
imperceptible;  the  respirations,  too,  increase  rather  than  diminish  in 
frequency  (see  figs.  36  and  37).  Quite  exceptionally  the  pulse  frequency 
is  diminished  in  the  collapse  which  proceeds  death.  A A’ery  remarkable 
case  of  this  description  occurred  in  iny  hospital  practice  a few  years  ago 
(see  fig.  38).  The  observation  was  made  by  a very  careful  clinical 


Fio.  38. — liemarkable  py-o-agonistic/ull  of  temperature  and  puhe  in  a case  of  Amyloid 

Degeneration. 

D.  B.,  ret  24,  admitted  to  tlie  Ne\vcastle-on-Tyne  Infirmary,  under  my  care,  on 
20tli  May,  1875,  suffering  from  waxy  disease  of  the  kidneys,  intestine,  spleen, 
liver,  etc.  There  was  very  profuse  diarrhoea.  On  May  25th,  the  patient  passed  into 
a semi- comatose  condition,  which  was  probably  the  result,  in  part  at  least,  of  ursmia. 
For  thirty  hours  before  deatli  (which  took  place  on  June  2d)  he  was  completely  un- 
conscious. 'J  he  temperature  fell  before  death  to  below  90°  F.  (How  much  below 
90°  I cannot  say,  as  the  thermometer  which  was  used  was  not  registered  below  that 
point.)  With  the  fall  in  temperature  there  was  also  a remarkable  fall  in  the  pulse 
frecpiency.  The  final  observation,  when  the  teinpeiature  was  below  90°  F.  and  the 
pulse  54°,  was  made  by  a clinical  clerk  on  whom  I could  thoroughly  rely.  Whether  the 
diminished  frequency  of  the  pulse  was  due  to  the  fact  that  some  of  the  heart  beats  were 
so  weak  as  to  be  imperceptible  at  the  wrist.  I cannot  sav. 
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cl(!i'k.  I he  question  luiturally  occurs  wlietlier  llie  cardiac  coulraetioiis 
were  actually  diuiiuislied  in  frequency — whether  in  short,  some  of  the 
eaidiac  contractions  were  not  too  feeble  to  reach  the  wrist  and  to  be  felt 
in  the  radial  arterv. 


Ihc  cxtoit  oj  ike  temper  at  arc  depression  in  cases  of  acute  general 
algidity  is,  of  course,  very  variable  in  different  cases.  iS2)eaking  generally, 
it  may  be  said  that  the  greater  the  fall,  the  more  seiious  its  significance 
but  here,  as  has  been  previously  insisted  iq)on,  the  tliermometer  must 
not  be  taken  as  the  only  guide.  In  order  to  form  a sound  judgment, 
the  j)hysician  must  also  take  into  account  the  cause  of  the  temjjerature 
alteration,  the  character  of  the  associated  synq)toms  and  jdiysical  signs, 
tlie  conditions  in  which  the  fall  occurs,  and  the  coii.stitutional  jieculiar- 
ities  of  the  ^latieiit — in  short,  all  the  facts  of  the  case. 

The  daration  of  the  temperature  depression  also  varies  with  the 
nature  of  the  disease  or  injury,  the  severity  of  the  lesion,  and  the  con- 
stitutional ]3eculiarities  of  each  individual  patient. 

Ike  course  of  the  temperature  after  the  depression  jyasses  off. — Pro\  ided 
that  the  jiatient  does  not  die  during  the  j^eriod  of  depression,  the  tem- 
})erature  rises  after  a period,  which  varies  in  different  cases,  but  which 


is  usually  of  brief  duration,  and  attains  to,  or  even  exceeds,  its  j'revious 
standard  of  elevation  (the  height  at  which  it  stood  before  the  depression 
occurred.)  The  rise  which  succeeds  the  depression  may  continue  for  a 


considerable  time ; in  cerebral  luemorrhage,  for  instance,  the  piimarv 
fall  is,  after  a stationary  period,  followed  by  a marked  rise  which  usuallv 
lasts  for  some  days,  and  which  is  associated  with  the  iwesence  of  in- 
flammatory changes  round  the  clot  (cerebritis) ; in  phthisis,  too,  after 
a temjjerature  fall  the  result  of  a copious  luemojjtysis,  the  subsequent 
lise  is  in  some  cases  of  considerable  duration  (see  fig.  39),  and  is  pro- 


Fio.  39.  — Chart  in  a case  of  Chronic  Tuherculosis  ( phthisis ),  shoiviiic;  the  influence  of 
hcemorrhage  of  the  lungs  on  the  temperature  curve.  ( After  Redard.) 

X First  attack  of  hsemorrage  followed  by  a rise. 

X X .Second  liannorrhage  followed  by  a still  greater  rise,  wbicli  continued  for  five  days. 
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liably  tlue  in  maiiv  to  the  iiiHainmatovy  changes  wliich  the  exti'a%  asateil 
hloocl  excites  in  the  pnhnonary  tissues. 

CHRONIC  GENERAL  DEPRESSION  OF  TEMPERATURE ; CHRONIC 

GENERAL  ALGIDITY. 

The  more  permanent  depressions  of  temperature  wliich  occur  in  the 
course  of  clironic  disea.ses  are,  as  a rule,  small' in  degree.  They  are 
met  with  in  a variety  of  atfections,  and  may  be  due  to  many  dilTerent 
causes,  amongst  which  the  following  may  be  mentioned : — 

1.  Imnition. — In  cancer  of  the  stomach,  the  general  temperature  is 
olten  one  or  two  degrees  below  the  normal.  The  depression  is  probably 
due  chiefly  to  inanition  rather  than  to  the  pathological  character  of  the 
lesion. 

2.  Imperfect  oxj/(jenation  (f  tlic  hlood. — In  many  chronic  cardiac 
disea.ses  associated  with  cyanosis,  notably  for  example  in  morhus  ceruleus, 
the  temperature  is  slightly  below  the  normal.  Derangement  of  the 
functions  of  the  stomach  and  other  digestive  organs,  and  the  resulting 
inanition,  are  probably  contributory  causes  (in  addition  to  the  defective 
aeration  of  the  blood  and  imiierfect  sup])ly  of  oxygen  to  the  tis.sues)  of 
the  depression  of  tem])erature  in  cardiac  cases  as.sociated  with  venous 
engorgement  and  dropsy. 

3.  Jaundice. — In  jaundice  the  temperature  is  also  below  the  normal. 
AVhether  the  fall  in  temperature  is  due  to  derangement  of  the  digestive 
organs,  to  the  depressing  influence  which  the  pre.sence  of  bile  in  the 
blood  has  upon  the  heart  and  circulation,  or  to  the  direct  action  of 
some  constituent  of  the  bile  upon  the  nerve  (heat  generating)  centre.s,  is 
not  definitely  known. 

4.  Diabetes  mellitus. — The  exact  cause  of  the  subnormal  temperature 
which  is  met  with  in  this  disease  is  undetermined.  The  subject  is  one 
which  seems  to  me  to  require  investigation,  for  the  fact  that  in  diabetes 
— a disease  characterised  by  emaciation,  and  in  which  large  quantities  of 
food  are  ingested, — an  excess  of  urea  is  discharged  in  the  twenty-four 
hours,  seems  at  first  sight'  opposed  to  the  increased  metabolism  theory 
of  fever,  and  it  is  by  the  careful  study  of  apparent  exceptions  that  we 
may  hope  to  elucidate  many  obscure  points  in  medicine  and  pathology. 

5.  Urennia. — In  chronic,  as  in  acute,  uraunia,  the  temperature  is 
subnormal.  The  low  temperatures,  which  are  met  with  in  some  cases 
of  chronic  Bright’s  disease,  are  usually  due  to  this  cause;  though  in 
the  ‘waxy’  form  of  the  disease,  jmifu.se  diarrhea  is  sometimes  a potent 
cause  of  temperature  depression. 

' The  question,  of  course,  arises,  whether  tlie  excess  of  urea  in  diabetes  is  due  to 
a tissue  metabolism  ; whether,  in  short,  it  represents  a metabolism  capable  of  producing 
an  increase  of  animal  heat. 
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(5.  Melancholia  and  some  other  forms  of  chronic  insanity. — Inanition 
and  defective  metabolism,  the  result  of  depression  of  all  the  \dtal  forces, 
are  probably  the  causes  of  the  subnormal  temperatures  which  are  met 
M'ith  in  these  cases.  During  attacks  of  mania  and  excitement  the 
temperature  may  be  elevated. 


THE  DIFFERENTIAL  DIAGNOSIS  AND  PROGNOSIS  OF  ALGIDITY. 

Diagnosis. — The  conditions  which  produce  depressions  of  tempera- 
ture are  so  numerous,  and  the  diseases  in  which  algidity  may  occur  are 
so  varied,  tliat  it  is  impo.ssible  to  lay  down  any  concise  rules  of  dif- 
ferential diagnosis.  In  tlie  detailed  statement  which  has  been  previously 
given  (see  page  103,  et  seq.),  tlie  more  important  conditions  which  are 
likely  to  be  associated  with  algidity  have  been  enumerated;  and  the 
object  of  the  observer  must,  of  course,  be  first  to  carefully  elicit  all  the 
facts  (symptoms,  pliysical  signs,  history,  etc.) ; and  then  to  endeavour 
to  determine,  b}’  a judicial  survey  of  these  facts,  what  is  the  cause  of  the 
algidity  in  the  special  case  under  observation. 

Prognosis. — In  trying  to  form  an  estimate  of  the  true  significance  of 
a subnormal  temperature,  the  observer  must  not  trust  to  the  thermometer 
alone,  but  must  take  into  account  all  the  facts;  he  must,  in  short,  as 
has  been  previously  insisted  upon,  endeavour  to  take  a broad  and 
comprehensive  view  of  the  whole  case. 

Provided  this  general  statement  is  always  kept  in  view,  much  lielji 
will  be  derived  in  this  matter  of  prognosis  from  the  following  con- 
clusions of  Eedard,^  which  seem  to  me  so  important  that  I make  no 
apology  for  giving  them  in  considerable  detail ; — 

‘ Falls  of  temperature  have  not  such  a prejudicial  effect  upon  the 
economy  as  elevations. 

‘ The  power  of  resisting  cold  varies  with  age ; considerable  falls  of 
temperature  in  young  children  do  not  necessai'ily  indicate  a serious 
prognosis ; in  old  people,  on  the  contrary,  algidity  is  an  alarming 
symptom.  If  the  central  temperature  falls  rapidly,  death  follows  in  the 
majority  of  cases.’ 

‘ Peripheral  depressions  of  temperature  are  not,  as  a nde,  serious. 

‘ A ra.pid  peripheral  depression  is  not  serious,  unless  it  is  prolonged 
(cholera,  etc.). 

‘A  notable  difference  between  the  central  and  peripheral  tempera- 
tures, is  an  unfavouralile  indication. 

‘A  continuous  fall  of  temperature,  when  it  is  general  (central  and 
peripheral)  and  progressive,  even  if  it  is  not  great,  is  unfavourable. 

‘ Traite  de  ThermomCtrk  ^fidicah,  page  275,  et  xeq. 
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‘TIio  greater  the  full  the  greater  tlie  danger. 

‘A  temperature  wliich  remains  any  length  ot  time  below  35  C.= 
95°  F.,  indicates  a serious  condition  (cholera,  etc.). 

‘ If  the  fall  is  only  temporary  (even  if  it  is  considerable  in  degree), 
and  if  it  returns  slowly  to,  and  remains  at  the  normal,  the  case  may 
recover. 

‘ When  the  central  temperature  falls,  and  the  perij)heral  temperature 
is  afterwards  lowered,  death  follows  (collapse  in  fevers,  cholera,  etc). 

‘ If  the  temjjerature  falls  in  the  central  parts  and  not  at  the  peri- 
l)hery,  death  generally  takes  place  after  a short  interval. 

‘ If  in  the  reaction,  the  rectal  temperature  is  normal  or  above  the 
normal,  that  in  the  axilla  above  the  normal,  and  that  in  the  mouth 
below  the  normal,  it  is  a Mse  reaction,  and  the  prognosis  is  grave. 

‘ It  is  a serious  indication  when,  after  a rapid  fall,  the  temperature 
rises  rapidly  above  the  normal  (collapse,  surgical  shock). 

‘ Collapse  with  a high  tem2)erature  is  more  serious  than  collapse  with 
a low  temperature. 

‘ Collapse  with  a depression  of  the  central  (rectal)  temperature  does 
not  indicate  a fatal  prognosis,  if  there  is  at  the  same  time  a fall  in  the 
frecpiency  of  the  pulse  and  respirations ; this  state  may  indicate  the 
commencement  of  convalescence. 

‘ A return  of  algidity  indicates  a fatal  prognosis. 

‘ During  the  period  of  convalescence  of  some  diseases  characterised 
by  a subnormal  temperature,  if,  after  the  temperature  has  returned  to 
the  normal,  it  suddenly  falls  again  below  the  normal,  the  jirognosis  is 
very  serious. 

‘Falls  of  temperature  (relatively  low  temperatures,  pro-agonistic  falls 
of  Wunderlich),  occurring  in  the  course  of  a serious  fever  and  giving  a 
false  remission,  are  a deceitful  indication.  If  with  the  fall  in  tem]:)era- 
ture  the  pulse  is  small  and  rapid,  and  if  all  strength  seems  exhausted, 
the  patient  will  probably  die. 

‘ A fall  in  temperature,  which  occurs  in  certain  diseases  (typhoid), 
towards  the  tenth  or  twelfth  day,  is  far  from  unfavourable. 

‘ A rapid  fall  of  temperature  occurring  in  the  course  of  a case  of 
typhoid  which  has  (up  to  the  fall)  presented  a regular  course  (as 
regards  the  temperature),  is  often  an  indication  of  perforation  of  the  gut 
or  intestinal  hamiorrhage. 

‘ A slight  and  temporary  fall  towards  the  termination  of  a case  of 
fever  is  an  indication  of  the  crisis  and  of  convalescence.’ 

liedard  gives  several  other  indications,  which  space  does  not  allow 
me  to  cpiote.  The  reader  is  advised  to  refer  to  the  original  which,  on 
this  and  other  points,  is  e.xhaustive  and  admirable. 

H 
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SURFACE  TEMPERATURE  ALTERATIONS. 

Although  there  are,  without  doubt,  marked  dilTerences,  both  in 
health  ami  disease,  in  the  temperature  of  different  parts  of  the  surface 
of  the  body,  the  subject  of  localised  surface  temperatures  is  one  of 
comparatively  little  importance  to  the  practical  physician.  Some 
enthusiastic  observers  ha\’e,  it  is  true,  stated,  that  the  temperature 
alterations  on  the  surface  may  be  taken  as  exact  indications  of  the 
condition  of  subjacent  organs  ; and  it  has  even  been  claimed  that  the 
temperature  condition  of  localised  spots  on  the  surface  of  the  scalp  is 
indicative  not  only  of  pathological  changes,  but  even  of  functional 
variations  in  the  limited  portions  of  Ijrain  which  are  situated  immedi- 
ately beneath,  but  these  results  have  been  disymted  by  trirstworthy  and 
coniyjetent  authorities.  The  results  of  different  observers  are  so 
contradictory,  the  sonrces  of  error  are  so  numerous,  and  the  exact 
observation  of  minute  differences  in  surface  temy)erature  is  so  difficult, 
that  localised  surface  temperatures  are  of  comy^aratively  little  use  in 
actual  diagnosis.  The  suliject  need  not,  therefore,  be  considered  in  any 
great  detail. 

O 


]\[ode  of  ohscrvinrj  localised  surface  temperatures. 

In  order  to  observe  until  scientific  accuracy  the  exact  temyierature 
of  a limited  syiot  on  the  surface  of  the  body,  a thermo-electric  apparatus 
is  necessary,  for  no  one  of  the  many  thermometers  which  have  been 
invented  for  the  ymryiose  seems  absolutely  reliable.^ 

For  clinical  ymryroses,  where  ahsoliUe  accuracy  is  not  essential,  the 
ordinary  self-registering  mercurial  thermometer,  the  metallic  thermom- 
eter of  Immisch,  or,  better,  one  of  the  special  surface  mercurial  ther- 
mometers may  be  used. 

Personally  I have  hitherto  been  in  the  habit  of  using 
either : — (1)  an  ordinary  self-registering  mercurial  ther- 
mometer, strapyiing  the  instrument  on  to  the  surface  of 
the  skin,  the  temyierature  of  which  I wislied  to  observe, 
and  covering  the  bulb  with  a yiiece  of  lint  or  cotton 
wool ; or  (2)  a surface  mercurial  thermometer  having 
a spiral  flat  reservoir  (see  fig.  40),  which  allows  a 
larger  surface  of  the  mercury  to  be  placed  fiat  upon 
the  skin. 

lledard  disapproves  of  covering  the  reservoir  with  a non-conduct- 
ing material  (lint  or  cotton  wool).  He  says  that  none  of  tlie  surface 

* The  various  forms  of  thermo-electric  apparatus  arc  described  in  Rcdard’s  work. — 
Traile  dt  The.rmomdtrlc  Mcdicak, 


Fig.  40. — Spiral 
reservoir  of  mer- 
curial stirface 
thermometer. 
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41.  — The  surface  thermometer  of 
Volsin. 


Precautions  to  he  taken  in  ob- 
serving the  temjjerature  of  a localised 
portion  of  the  skin,  and  in  compariug 
the  surface  temperatures  of  corres- 
ponding parts  of  the  body. 

1.  The  reservoir  of  the  ther- 
mometer must  be  accurately  applied 
and  kept  by  means  of  moderate 
pressure  in  exact  contact  "with  the 
portion  of  skin  the  temperature  of 
which  is  to  be  ascertained. 

2.  Ill  order  to  have  a reliable 
result,  the  ordinary  mercurial  surface 
thermometers  should  be  retained 
in  position  for  at  least  fifteen  or 
twenty  minutes. 

3.  During  the  observation,  the  patient  must  remain  at  perfect  rest, 
and  care  must  be  taken  that  there  is  no  friction  between  the  bulb  of 
the  thermometer  and  the  skin,  and  that  no  external  source  of  heat 
(such  as  the  hand  of  the  observer)  is  allowed  to  come  in  contact  with 
the  reservoir  of  the  instrument. 

4.  In  comparing  the  temperature  of  corresponding  points  of  the 
surface  on  the  two  sides  of  the  body  (say  the  two  legs)  the  greatest 
care  must  be  taken,  that  all  the  conditions  are  absolutely  identical. 
The  surfaces  of  skin  to  wliich  the  instrument  is  applied  must  be 
symmetrical ; the  thermometers  must  be  applied  in  exactly  the  same 
manner,  and  retained  in  position  for  exactly  the  same  time  ; the  parts 
to  which  the  thermometers  are  applied  must  be  placed  in  exactly  the 
same  position  and  exposed  to  the  same  external  conditions — one  leg, 
for  example,  must  not  be  flexed  while  the  other  is  extended,  for  the 
difference  in  position  may  modify  the  circulation,  and  so  materially 
affect  the  temperature ; nor  must  one  leg  be  exposed  to  the  atmosphere, 
and  the  other  covered  with  bed  clothes,  for  the  surface  temperature 
is,  as  has  been  previously  pointed  out,  very  readily  affected  by  ex- 
ternal conditions.  It  is,  too,  absolutely  essential  that  for  .some  time 
tat  least  fifteen  or  twenty  minutes)  before  the  oliscrvation  is  made. 


thermometers  which  have  as  yet  been  invented  are  absolutely  accur- 
ate; he  recommeuds  the  thermometer  of  Voisin  (.see  fig.  41)  as  being 
the  best,  and  says  that  it  is  suffi- 
ciently precise  for  most  practical 
purposes. 


IIG 


PUACTICAL  MEDICIXE  AND  MEDICAL  DIAGNOSIB. 


the  corresponding  points  should  he  identically  situated  in  every  respect, 
in  order  that  modifications  due  to  temporary  and  external  conditions 
(circulation,  exposure,  etc.),  may,  so  far  as  possible,  be  eliminated.^ 


SURFACE  TEMPERATURES  IN  HEALTH. 

The  temperature  of  different  jrarts  of  the  surface  of  the  liealthy 
body  has  been  studied  by  numerous  observers.  Kedard  concludes,  as 
the  result  of  the  observations  with  his  thermo-electric  apparatus,  that 
there  is  on  the  surface  of  those  regions  the  temperature  of  which  is 
relatively^  high  (the  chest  and  abdomen),  a mean  temperature  which 
is  almost  constant  for  the  same  individual ; while  on  those  regions, 
where  the  temperature  is  relatively  low  (parts  situated  at  a distance 
from  the  trunk,  the  hands,  feet,  tip  of  nose,  for  example),  the  tempera- 
ture is  continually  undergoing  marked  alterations. 

In  the  following  table,  some  of  the  residts  which  Eedard  obtained 
as  to  the  temperature  of  different  parts  of  the  body,  are  summarised : — ■ 


Tahi.e  showing  the  Temperature,  in  Degrees  Fahrenheit, 
OF  different  Parts  of  the  Body. 

(Summarised  from  Bedard.) 


IXTERXAL. 


Surface.  < 


{Rectum  and  Vagina,  99'5  to  I00‘04. 

Axilla,  . , 99 ‘32  to  99 '68. 

Mouth,  . . 99-32  to  99  -0. 

(thigh  flexed),  99‘32. 

^ Chest,  92 '3  (infra  spinous  region)  to  98 ‘6  (infra  clavicular  region). 
Abdomen,  95 '9  (epigastric  region)  to  98 '42  (right  hypochondriac  region). 
Head,  95-18  (right  parietal  i-egion)  to  97 ’52  (left  frontal  region). 

Nose,  87 -8. 

External  Auditory  Meatus,  87 '8. 

Acromian  process,  87  '8. 

Upper  arm,  . 92  3 (posterior  surface)  to  94 '64. 

Forearm,  . . 91 ‘76  (posterior  surface)  to  93  2. 

/Palm,  . . 95 -9. 

Hand,  Dorsum,  . 92-.3. 

(Tips  of  fingers,  92  3. 

Thigh,  91 '76  (internal  surface  of  lower  part)  to  95 '9. 
Knee,  ligamentum  patelhe,  90 '5. 

Leg,  93 -38  (external  surface  of  lower  third)  to  94 '64  (pos 
Lower  Limb,  terior  surface  of  upper  and  middle  thirds). 

/Plantar  surface,  94-1. 

Foot,  .^Dorsum,  . 89‘96. 

(I'ips  of  toes,  89-22. 


Upper  Limb,  < 


‘ For  further  information  as  to  the  temperature  of  localised  portions  of  the  body, 
the  reader  is  referred  to  the  original.— TmiVd  de  Thermometrie  Medicale,  page  385, 
et  seq. 

“ In  the  original  the  word  assez  is  used.— I have  translated  it  relatively. 
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The  differences  of  temperature  wliicli  normally  exist  between  difiei- 
ent  parts  of  the  surface  of  the  skin  seem  to  be  chiefly  due  to  the  follow- 
ing conditions : — (1)  the  proximity  of  diflerent  parts  of  the  skin  to 
the  trunk  (centre  of  the  body) ; (2)  the  proximity  of  different  parts  of 
the  skin  to  large  vascular  trunks  and  to  large  active  organs  richly 
supplied  with  blood,  such  as  the  muscles  and  the  liver ; (3)  the  structure 
of  the  skin  itself  (its  thickness,  richness  in  vessels). 

Diurnal  and  temporary  variations  of  surface  temperature. — When  the 
temperature  of  the  same  portion  of  skin  is  repeatedly  examined  in  the 
course  of  the  twenty-four  hours,  diurnal  variations  corresponding  to  the 
diurnal  variations  of  central  temperature  (see  page  56)  are  observed  ; 
and  temporary  variations,  which  occur  at  irregular  intervals  and  are 
often  very  marked  in  degree,  may  often  be  observed,  more  especially  in 
those  portions  of  skin  which  are  most  exposed  and  periplierally  situated. 
These  differences  may  be  due  either  to  external  or  internal  condi- 
tions. Amongst  the  former  (external  causes  of  alteration)  the  tempera- 
ture of  the  atmosphere  and  the  way  in  which  the  parts  are  protected 
by  clothes  are  the  most  important ; while,  amongst  the  latter  (internal 
causes),  anything  which  modifies  the  temperature  of  the  body  as  a 
whole  (central  and  general  causes),  or  the  condition  of  the  localiseil 
portion  of  skin,  the  condition  of  which  is  being  investigated,  may  be 
mentioned  as  the  chief. 

Variations  in  the  circulation  in,  and  activity  of,  large  organs  near 
the  surface  of  skin  which  is  being  examined ; and  variations  in  the 
blood-vessels  and  sweat-glands  in  the  localised  portion  of  skin  itseli‘, 
materially  aH'ect  its  temperature — the  temperature  rising  wlien  the 
blood-vessels  dilate  and  the  circulation  becomes  more  active,  and 
during  the  secretion  of  sweat.  Now  since  the  localised  variations  in 
the  condition  of  the  blood-vessels  and  of  the  sweat-glands  are  largely 
regulated  by  the  vaso-motor  nerves,  it  follows,  the  condition  of  the 
nerve  centres  and  of  the  nerves  distributed  to  the  particular  j)ortion  of 
skin  under  observation  must  exert  a most  important  intlueuce  upon 
the  condition  of  its  temperature. 

Further,  the  temperature  on  the  two  sides  of  the  body  may  be 
different,  even  in  perfect  health  (tlie  differences  usually  ranging  from 
0.36  to  0.72  of  a degree  Fah.).  Nor  is  this  difference  constant, 
for  in  the  same  individual  the  temperature  may  at  one  time  be  higher 
on  the  right  than  on  the  left  side ; while  at  another,  the  exact  reverse 
of  this  is  observed. 
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SURFACE  TEMPERATURES  IN  DISEASE. 

Variations  in  the  teinperature  of  the  whole  surface,  and  in  tlie 
temperature  of  localised  portions  of  the  skin  occur  in  many  diflerent 
diseased  conditions,  amongst  which  the  following  may  he  mentioned: — 

1.  Fehrile  diseases. — In  febrile  diseases,  the  surface  temperature,  as  a 
rule,  conforms  to  that  of  the  centre  of  the  body.  There  are,  however, 
some  notable  exceptions  ; and  the  comparison  of  the  central  and  surface 
temperatures  in  fever  is  of  importance,  and  yields,  in  some  cases,  infor- 
mation which  is  of  real  value  in  prognosis. 

During  the  stage  of  rigor,  there  are  often,  as  has  l)een  previously 
pointed  out,  marked  differences  between  the  central  and  peripheral 
temperatures.  During  the  height  of  the  fever,  these  differences  for  the 
most  ])art  disappear,  and  the  central  and  peripheral  temperatures  run 
a parallel  course.  During  the  terminal  periods  of  the  attack,  tlie 
parallelism  is  less  constant,  and,  in  some  cases,  more  especially  in  the 
condition  which  Wunderlich  has  termed  pro-agonistic  collapse,  very 
striking  ditferences  are  observed. 

2.  General  algidity. — In  cases  characterised  by  general  algidity, 
the  peripheral  is  often  more  depressed  than  the  central  temperature. 
In  some  cases  the  reverse  is  observed,  the  prognosis  is  then  most 
unfavourable.  The  chief  causes  of  general  algidity  have  been  detailed 
(see  pages  103  and  111),  and  need  not  again  be  mentioned. 

3.  Lesions  of  the  nervous  system  attended  -with  unilateral  syuqdoms. 
— In  cases  of  this  description,  the  temperature  is  often  different  on  the 
two  sides  of  the  body. 

(a)  Cerebral  lesions. — In  hemiplegia,  due  to  cerebral  lupmorrhage, 
which  may  be  taken  as  an  illustration,  the  temperature  on  the  paralysed, 
is  usually  different  from  that  on  the  sound  side.  The  three  stages  of 
alteration  which  have  been  described  as  affecting  the  general  (central) 
temperature,  may  also  be  demonstrated  on  the  surface  of  the  bod}-. 
According  to  Blaise  (quoted  by  Bedard),  the  paraly.sed  liml)s  cool  more 
rapidly  than  the  sound  ones,  during  the  stage  of  primary  depression.^ 

After  the  period  of  primary  depression,  the  tenq)erature  of  the 
paralysed  is  usually  a little  higher  than  that  of  the  sound  limbs.  This 
condition  can,  in  many  cases,  be  demonstrated  for  a period  of  two  years 

In  very  chronic  cases  (after  two  years),  and  more  especially  in  those 
cases  in  which  there  is  much  muscular  atrophy,  the  temperature  of  the 
paralysed,  is  usually  a little  lower  tlian  that  of  the  sound  limbs.  In 
cases  of  chronic  hemiplegia,  the  temperature  of  the  paralysed  limbs  is, 
within  certain  limits,  more  easily  modilied  by  external  variations  in 
temperature,  tlie  paralysed  limbs  being  more  quickly  cooled  when 

' Loc  ci’L,  page  416. 
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exposed  to  a cold  atmosphere,  and  more  (puckly  heated  wlieii  exposed 
to  a hot  atmosphere,  tliaii  the  sound  ones. 

(h)  Spinal  lesions. — The  exact  condition  of  the  surface  temperature 
in  cases  of  ,s])inal  disease  and  injury  lias  not  been  sufficiently  studied 
to  allow  of  any  definite  statement  being  made.  Without  doubt, 
temperature  niodification.s,  which  are,  in  all  proliability,  largely  due  to 
vaso-motor  derangements  and  mnscnlar  atroiiliy,  do  in  many  cases 
occur;  and  in  cases  in  which  the  symptoms  are  chiefly  unilateral,  it  is 
not  unrea.sonable  to  suppose  that  some  differences  in  the  surface 
temperature  of  tlie  two  limbs  may  be  present.  I must,  however,  most 
strongly  emphasise  the  fact,  that  too  much  importance  should  not  l)e 
attached  to  differences  of  tliis  descrijition.  In  railway  compensation 
cases,  for  example,  in  which  it  is  alleged  tliat  paralysis  of  some  part,  say 
of  one  leg,  is  present,  great  importance  is  sometimes  given  to  the  fact, 
tliat  a slight  difference  in  temperature  has  been  detected  on  the  two 
sides  of  the  body.  The  counsel  for  tlie  plaintiff  may  state,  that  such  a 
difference  in  the  temperature  is  a definite  physical  fact  vdiicli  has  been 
demonstrated  by  means  of  an  accurate  scientific  instrument — tlie  ther- 
mometer— and  that  it  is  an  objective  physical  sign  which  does  not 
depend  upon  the  mere  .statement  or  seirsations  of  the  patient.  Further, 
it  may  be  argued,  that  such  a difference  in  temperature  is  the  usual 
condition  in  cases  of  one-sided  paralysis  and  is  known  to  result  from 
disease;  hence  it  must  be  allowed,  that  the  jnesence  of  such  an  altera- 
tion in  the  case  under  observation  is  very  strong  (perhaps  it  may  even 
be  stated  conclusive)  evidence  that  the  patient  is  suffering  from  nn- 
doubted  organic  disease. 

Such  a chain  of  reasoning,  which  is  not  drawn  from  the  imagination, 
may  be  (piite  erroneous.  Slight  differences  in  the  surface  temperature  of 
two  corresponding  jiarts  of  the  body — say  of  the  two  legs — are  sc 

of  no  importance  whatever.  Such  dilferences  can  frequently  lie  demon- 
strated, in  fact  are  the  rule,  in  perfectly  healthy  individuals.  Ihiless 
then,  other  definite  indications  of  organic  disease  are  present,  little  or 
no  value  should  be  attached  to  them. 

lUit  even  when  there  are  other  indications  of  disea.se,  differences  in 
surface  temperature  should  be  ignored,  unless  it  is  absolutely  certain 
that  the  observations  have  been  made  with  the  neces.sary  precautions, 
care,  and  accuracy,  and  by  an  unprejudiced  observer,  desirous  above  all 
things  of  eliciting  the  truth.  In  short,  here,  as  in  almost  every  clinical 
observation,  the  ‘personal  equation  ’ comes  largely  into  play,  and  the 
value  which  is  to  be  attached  to  the  results  depends  entirely  upon  the 
value  which  is  to  be  attached  to  the  observer,  in  other  words,  upon  the 
powers  of  oliservation  of  the  observer,  his  accuracy,  truthfulness,  and 
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soberness  of  statement.  For  this,  among  other  reasons,  the  personal 
intercourse  of  men  of  science  is  eminently  desirable, — the  opinion  which 
one  forms  of  a man  from  his  writings  is  often  an  erroneous  one,  the  value 
which  is  to  be  attached  to  his  reliability  and  triithfnlness — in  other  words, 
the  personal  eipiation — can  only  be  determined  by  personal  intercourse. 

(c)  Lesions  of  peripheral  nerves,  with  (according  to  Iledard)  the  ex- 
ception of  contusions,  compression,  and  stretching,  are  usually  attended, 
lor  the  first  feM^  days  after  the  injury,  with  an  elevation  of  the  tempera- 
ture of  that  portion  of  the  surface  to  which  the  nerve  is  distributed. 
Alter  the  primary  elevation,  the  temperature  returns  to  the  normal.  In  old 
standing  cases,  the  temperature  is  usually  lowered,  the  depression  being 
most  marked  in  those  cases  in  which  tliere  is  much  muscular  atrophy. 

4.  Diseases  of  the  skin  and  subcutaneous  tissues. — Localised  inllamma- 
tions  of  the  skin  and  subcutaneous  cellular  tissue  are  accompanied  by 
local  elevations  of  temperature,  but  the  temperature  of  the  inflamed 
part  never  exceeds,  and  rarely  equals,  that  of  the  centre  of  the  body. 

New  groMdhs  in  the  skin,  which  are  growing  rapidly  and  which  are 
highly  vascular,  such  as  rapidly  growing  sarcomata,  are  usually  accom- 
panied by  some  elevation  of  the  surface  temperature  ; but  the  tempera- 
ture of  the  skin  over  new  formations  of  slow  growth  is  normal  or 
slightly  depressed. 

5.  Disease  of  the  deeper  organs  and  tissues. — Inflammation  of  the 
more  deeply  situated  organs  and  tissues  is  frequently  also  accompanied 
by  elevation  of  the  temperature  of  that  portion  of  tlie  surface  under 
wliich  they  are  situated.  The  extent  of  the  elevation  and  its  value  in 
diagnosis  depend,  partly  upon  the  intensity  of  the  inflammation,  but 
chiefly  upon  the  relationship  of  the  organ  to  the  surface.  Proximity 
to  the  surface,  and  a free  vascular  connection  between  the  inflamed  organ 
and  the  parieties,  favour  localised  elevation  of  temperature.  In  peri- 
tonitis, for  instance,  the  surface  temperature  of  the  abdomen  is  elevated, 
a fact  which  may  be  of  diagnostic  importance  in  some  cases  in  Avhich 
the  presence  of  fluid  has  been  detected  in  the  cavity  of  the  peritoneum. 

The  alterations  of  surface  temperature  which  result  from  inflamma- 
tions of  the  more  deeply  situated  organs,  are  usually  so  small  in  amount; 
the  results  which  have  been  obtained  by  different  observers  are  so  con- 
tradictory, the  difficulties  of  exact  observation  are  so  great,  and  the 
causes  of  fallacy  are  so  numerous,  that  the  condition  of  the  surface 
temperature  of  the  abdomen,  thorax,  and  head,  cannot  at  present  be  re- 
garded as  a practical  and  trustworthy  method  of  diagnosis. 

JSlote. — For  further  information  on  this  and  other  points  connected 
with  surface  thermometry,  the  reader  is  advised  to  consult  Pedard’s  work, 
to  which  I am  indebted  for  many  of  the  foregoing  facts  and  statements. 
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Out-Patient  rmctice:  Mode  of  Conducting:  its  Difficidtics,  Advantages, 
and,  Disadvantages  as  a field  for  Clinical  Teaching  and  Original 
Observation} 

Ix  commencing  the  work  of  another  session  in  the  out-patient  de- 
partment of  this  Intirmary,  it  may  perliaps  be  well  for  me  to  make  a 
few  remarks  with  regard  to  the  manner  in  which  I think  it  advisable 
to  conduct  this  clinifpie,  and  to  put  before  you  some  of  the  advantages 
which  out-patient  practice  affords  for  clinical  teaching. 

I must  premise  what  I have  to  say,  by  stating  that  the  objects 
wliich  the  physician  ought  to  have  in  view  in  conducting  out-patient 
practice,  in  a large  teaching  liospital  such  as  this,  are,  in  my  opinion 
three-fold. 

Tn  the  first  place,  he  has  to  determine  what  is  the  matter  with  the 
patients ; to  send  to  the  hospital  wards  those  cases  wliich  are  suitable, 
and  which  desire  to  lie  admitted ; to  prescribe  for  those  cases  which 
are  not  fitted  for  admission,  or  wliich  do  not  wish  to  come  into  the 
hospital,  and  to  give  them  directions  as  to  their  diet,  hygienic  sur- 
roundings, and  mode  of  life  generally ; in  short,  to  advise  them  as  to 
what  they  should  do  and  what  they  should  not  do,  in  order  that  they 
may  be  cured  or  relieved  of  the  diseases  with  which  they  are  affected. 

In  the  seeond  place,  he  should  utilise  to  the  utmost  the  very  great 
advantages  which  the  out-patient  department  affords  as  a field  for 
clinical  instruction.  This  I hold  to  he  a most  important  point  in  this 
great  school,  where  the  number  of  students  is  so  large  in  proportion 
to  the  number  of  in-patients.  The  teaching  must,  however,  always 
he  considered  as  secondary  and  subordinate  to  the  examination  and 
treatment  of  the  patients ; and  the  greatest  care  must  be  taken  that 
the  teaching  is  judiciously  conducted,  and  that  no  patient  is  subjected 
to  a prolonged  examination  who  is  in  the  least  likely  to  be  injur- 
iously affected  by  it. 

In  the  third,  place,  he  should  endeavour,  so  far  as  opportunity 
allows,  to  make  original  observations,  and  to  do  what  he  can  to  ad- 
vance the  science  and  practice  of  medicine. 

Method  of  Conducting. — Now,  to  satisfactorily  accomplish  all  three 
objects  at  the  sametime  is  by  no  means  easy.  The  method  which  I ado})t 

• Being  introductory  remarks  made  at  the  autlior’s  out-patient  clinique  at  tlie 
commenctment  of  the  Winter  Session  1886-87. 
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and  it  seems  to  me  the  only  one  which  is  capable  in  any  satisfactory 
degree  ol  meeting  all  tlie  requirements  of  the  case — is  as  follows : — As 
each  patient  is  admitted  to  this  large  room,  I ask  him  to  take  a seat  in 
front  of  mo,  the  students  being  seated  or  standing  in  a semicircle  round 
ns.  I then  ask  him  his  name,  age,  occupation,  and  address,  his  answer 
to  these  preliminary  questions  being  copied  by  a clinical  clerk  into  the 
hospital  register,  while  I myself  enter  tliem  in  my  private  note  book.^ 

At  this  stage  of  the  examination,  I take  care  to  direct  attention  to 
the  physiognomy  of  the  case ; in  short,  to  point  out  any  striking  ex- 
ternal appearances  which  may  be  present.  Yon  will  soon  see  the 
immense  importance  of  this  kind  of  information,  and  will  soon  come  to 
appreciate  the  advantage  and  necessity  of  minutely  observing  every 
particular  connected  with  the  patient  (facial  appearance  and  expression, 
colour,  state  of  nutrition,  condition  of  l^reathing,  tone  of  voice,  manner, 
l)earing,  etc.). 

Yon  will  find  that  in  some  cases  it  is  possible,  even  before  the 
patient  has  been  asked  a single  question,  to  come  to  a positive  conclu- 
sion as  to  the  nature  of  the  disease  from  which  he  is  suffering  ; while 
in  most  cases  the  impression  which  the  ])hysician  receives  from  the 
physiognomy  of  the  case,  or  the  tout  en  semble  of  the  patient,  suggests 
the  line  of  investigation  which  should  be  followed,  and  the  questions 
which  should  be  put;  in  short,  directs  the  whole  plan  and  scope  of  tlie 
examination.  Even  when  I do  not  tell  you  in  so  many  words  the 
suggestions  I have  received  from  the  physiognomy  of  the  case,  you  will 
soon  perceive  them  from  the  nature  of  the  questions  which  1 put  to 
the  patient. 

A knowledge  of  the  physiognomy  of  disease;  in  other  word-s,  a 
knowledge  of  those  alterations  in  the  external  appearance,  gait,  voice, 
manner,  etc.,  of  the  patient,  which  are  associated  with  different  diseased 
conditions  of  internal  organs,  and  the  training  of  the  faculty  of  rapidly 
and  accurately  noting  every  minute  particular  wliich  can  possibly 
throw  any  light  upon  the  pathological  condition  of  the  patient  and  the 
nature  and  extent  of  the  disease  from  which  he  is  suffering,  are  better 
acquired  in  the  ont-patient  department  than  in  the  wards,  where  the 
patients  are  usually  seen  in  bed;  and  I need  not  say  that  you  will  find 
this  kind  of  knowledge  of  the  utmost  value  in  yonr  future  practice. 

I next  ask  the  patient  to  specify  the  nature  of  his  complaints ; 

' I find  it  acUdsable  to  devote  two  clear  pages  to  each  case.  Even  should  nothing 
else  be  entered,  than  the  preliminary  particulars  just  mentioned,  and  a few  words  de- 
scriptive of  the  case,  it  is,  I find,  better  to  pass  on  to  the  next  page,  and  to  sacrifice  a 
little  paper,  rather  than  to  run  the  insk  of  confusing  and  jumbling  up  the  recoi’ds  of 
two  cases,  and  of  being  hampered  for  want  of  space  when  the  notes  of  the  case  come 
to  be  filled  up. 


MOPE  OF  CONDUCTING  OUT-PATIENT  PRACTICE. 


123 


question  ami  cross-question  him  with  regard  to  his  symptoms;  and 
elicit  any  points  in  his  prevdous  history  or  hereditary  tendencies  which 
may  appear  to  have  a necessary  or  important  bearing  upon  his  present 
condition. 

In  making  this — the  oral  e.xamination,  I do  not  rigidly  adhere  to 
any  hard  ami  fast  rules,  hut  alter  the  plan  of  my  e.xamination  as  the 
requirements  of  each  individual  case  seem  to  demand.  My  object  is 
to  get  all  the  necessary  and  leading  facts  in  as  little  time  and  with  as 
few  questions  as  possible.  Eacli  question  which  is  put  has  its  point 
liy  following  this  part  of  the  e.xamination,  you  will  learn  the  method 
of  conducting  the  oral  examination,  and  will  get  valuable  hints  as  to 
the  ditferent  modes  of  eliciting  information,  and  of  dealing  with 
patients  of  different  temperaments.  During  the  whole  time  of  the  oral 
examination,  I keep  up  a running  commentary,  and  do  not  hesitate  to 
enter  into  a detailed  discussion  of  the  symptoms  whenever  it  seems 
necessary  or  desirable  to  do  so. 

When  this  part  of  tlie  examination  is  completed,  I take  care  to 
point  out  the  direction  in  which  the  sym])toms  point,  to  tell  you  the 
probable  nature  of  the  case,  the  organ  which  seems  to  be  affected,  and 
the  points  to  which  attention  sliould  be  directed  in  making  the  physi- 
cal examination. 

I then  direct  the  patient  to  go  into  the  male  or  female  side-room 
(as  the  case  may  be),  and  partly  undress.  Suppose,  for  instance, 
that  the  patient  is  a male,  and  there  is  reason  to  suspect  disease  in 
the  thorax  or  abdomen,  he  is  made  to  go  into  the  male  side-room 
and  strip  to  the  waist;  if  there  is  reason  to  suspect  disea.se  of  the 
spinal  cord  or  lower  extremities,  to  strip  below  the  waist.  IMale 
])atients  and  children  are  always  brought  back  into  the  large  room  and 
e.xamined  before  the  students.  (A  high  bed  is  placed  in  the  centre  of 
the  room  for  this  purpose.)  Owing  to  the  somewhat  inconvenient 
arrangement  of  the  female  side-room  (it  does  not  directly  communicate 
with  the  large  room  in  which  the  clinique  is  held,  but  through  the 
passage  by  which  all  the  patients  are  admitted  from  the  general  wait- 
ing-room), it  is  not  always  possible  to  carry  out  the  same  plan  in  the 
case  of  females. 

While  the  ]>atient  is  undressing,  I either  continue  my  remarks  on 
the  case;  or,  if  I have  said  all  that  is  necessary, call  in  another  patient 
for  examination. 

When  the  patient  is  undresse<l,  he  is  brought  into  the  large  room, 
and  the  physical  examination  is  made  before  the  students.  Any  alte- 
rations in  the  physical  signs  which  can  be  made  apparent  to  the  class 
(such  as  visible  jerking  pulsation  in  the  brachial  arteries,  capillary 
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pulsation  on  the  forehead,  the  condition  of  the  reflexes,  marked  altera- 
tions in  the  percussion  note  on  the  two  sides  of  the  thorax,  etc.)  are 
always  carefully  demonstrated ; and  other  physical  signs  which  can 
only  be  perceived  by  personal  observation,  such  as  the  presence  of 
cardiac  thrills  and  murmurs,  are  carefully  described.  The  urine  is 
examined  in  all  cases  in  which  there  is  reason  to  suspect  the  presence 
of  albumen,  sugar,  etc. ; the  microscopical  characters  of  the  blood,  the 
electrical  condition  of  the  muscles,  the  sphygmographic  characters  of 
the  pulse  and  the  cardiograpliic  characters  of  the  heart  beat  are 
occasionally  demonstrated  in  those  cases  in  which  there  is  reason 
to  suspect  any  marked  departure  from  the  normal.  The  black  board 
is  called  into  frequent  requisition,  and  is  found  a most  valuable  aid  to 
clinical  teaching. 

The  significance  of  the  physical  signs  is  then  discussed ; and  the 
diagnosis  and  differential  diagnosis  fully  considered. 

The  patient  is  then  sent  into  the  side-room,  and  that  there 

is  no  rish  of  his  heing  injuriously  affected  hy  further  eaamination,  he  is 
there  percussed,  auscultated,  or  otherwise  examined  by  any  member  of 
the  class  who  may  wish  to  verify  the  facts  which  have  been  previously 
elicited. 

While  the  patient  is  in  the  side-room  the  prognosis  and  treatment 
are  considered.  Finally,  after  he  is  dressed,  he  is  again  brought  before 
the  students.  If  he  desires  to  be  admitted  to  the  hospital  he  is  sent  to 
the  wards.  If  he  does  not  wish  to  come  into  the  Infirmary,  as  much  of 
the  opinion  which  has  been  formed  as  it  may  seem  advisable,  is  com- 
municated to  him ; he  is  instructed  as  to  diet,  mode  of  life,  etc.,  and 
is  handed  a prescription  which  has  been  previously  dictated  to  a clinical 
clerk. 

In  cases  of  severe  illness,  the  extent  of  the  examination  is  reduced 
to  a minimum,  and  the  patient  is  immediately  sent  on  to  the  wards,  or, 
when  he  does  not  wish  to  come  into  the  hospital,  prescribed  for  and 
dismissed  with  as  little  delay  as  possible. 

During  the  course  of  the  oral  and  physical  examination,  I enter  in 
my  private  note-book  the  leading  particulars  of  each  case,  and  any 
definite  facts  (such  as  measurements,  pulse  rate,  etc.)  which  it  would 
be  difficult  to  remember.  The  notes  are  afterwards  filled  in  from 
memory,  and  the  case,  so  far  as  possible,  completed.  Personally  I find 
no  difficulty,  with  the  aid  of  such  brief  notes  as  I make  during  the 
course  of  the  examination,  in  remembering  for  a few  hours  all  the  lead- 
iiuj-  details  of  each  individual  case.  I endeaA^our  to  fill  in  the  notes  as 

O 

soon  as  possible  after  the  clinique,  and  I always  make  a point  of  com- 
pleting the  record  the  same  night. 
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The  method  of  conducting  the  out-patient  clinique,  which  I have 
just  described,  is  the  best  which  I have  been  able  to  devise  for  attain- 
ing the  three-fold  object  which  I have  in  view,  in  the  presence  of  a 
large  audience.  With  a limited  number  of  students  it  would  be  pos- 
sible— though,  for  the  reasons  which  will  presently  be  mentioned  when 
I come  to  speak  of  the  class  of  students  for  whom  out-patient  practice 
is  best  fitted,  I am  not  at  all  convinced  that  it  would  be  better — to 
allow  each  student  in  turn  to  auscultate  and  percuss  the  patient  under 
the  eye  of  the  physician;  in  fact,  to  conduct  the  clinique  more  as  a 
tutorial  class.  With  the  number  of  students  who  usually  attend 
here,  such  a method  of  procedure  is  quite  impossible.  We  must  neces- 
sarily adopt  that  method  which  gives  the  best  results  to  the  many 
rather  than  a method  Mddch  would  perhaps  be  most  advantageous  to 
the  few.  Let  me  add,  that  it  is  essential  that  every  one  should  main- 
tain absolute  silence.  The  slightest  whi.spering  not  only  distracts 
my  attention,  and  prevents  me  carrying  out  the  examination — more 
especially  the  auscultation — in  a satisfactory  manner,  but  it  interferes 
with  your  comfort,  takes  your  attention  away  from  the  matter  in  hand, 
and  makes  it  impossible  for  every  one  in  the  room  to  see,  hear,  and 
appreciate  all  the  minute  and  fine  details  of  the  case.  I find,  too,  that 
if  absolute  silence  is  to  be  maintained  for  two  or  three  hours  on  the 
stretch,  that  your  attention  must  be  kept  on  the  qui  vive,  and  your 
interest  constantly  excited.  It  is  for  this  reason  that  I am  continually 
talking  and  demonstrating,  and  that  I endeavour  to  make  the  whole 
examination  before  you.  If  I have  to  go  into  the  side-room  to  make 
an  ophthalmoscopic  examination  or  to  examine  a female  patient,  my 
assistant  takes  my  place,  a new  case  is  called  in,  and  the  work  is  never 
for  a moment  allowed  to  flag  or  falter. 

BiJ/iculties  and  disadvantages  of  out-patient  practice;  mistalccs. — 
One  of  the  difficulties  which  we  have  to  contend  with  in  oiit-patient 
practice  is  the  number  of  patients  who  come  for  advice.  On  the  days 
when  I attend  (Wednesdays  and  Saturdays)  the  work  is  not,  as  a rule,  so 
heavy  as  it  is  on  the  earlier  days  of  the  week.  The  number  of  new  cases 
which  I have  had  to  see  during  the  past  six  months,  has  usually  been 
from  sixteen  to  twenty  per  day,  and  I find  that  I can  generally  get 
through  the  work,  going  pretty  thoroughly  into  the  cases,  in  the  manner 
I have  just  described,  and  at  the  same  time  doing  a considerable  amount 
of  teaching,  in  three  hours.  It  is,  however,  hard  work.  One’s  attention 
has  to  be  constantly  on  the  stretch;  and  from  the  fact  that  so  much 
work  has  to  be  done  in  such  a short  time,  it  necessarily  hapj)ens  that 
important  facts  are  sometimes  not  elicited,  and  that  there  are  some  mis- 
takes. I think,  however,  you  will  find  that,  as  a rule,  tlie  examination 


126 


APPENDIX  I. 


is  tolerably  complete;  and  1 trust  tliat  those  of  you  who  follow  tlie 
cases  up  in  the  wards — and  let  me  strongly  advise  you  to  take 
every  opportunity  of  doing  so — will  find  that  the  mistakes  which  do 
occur  are  those  of  omission  rather  tlian  of  commission.  And  here  let 
me  say  that  no  one  is  infallible,  but  that  every  one  makes  mistakes. 
If  it  were  possil)le  to  imagine  any  one  who  professed  never  to  make  a 
mistake,  he  would  either  be  a fool  or  a liar,  for  he  would  eitlier  be  so 
ignorant  that  he  would  not  recognise  his  mistake.s,  or  knowing  tlie 
mistakes,  he  would  wilfully  conceal  them.  As  you  pass  through  life 
you  will,  I thiidc,  generally  find  that  the  men  who  are  least  candid 
about  their  mistakes  and  most  anxious  to  conceal  them,  are  usually 
those  who  make  the  most.  From  the  intricate  nature  of  tlie  problems 
with  which  we  have  to  deal,  and  the  difficulties  which,  in  many  cases, 
attend  the  investigation  of  disease,  the  most  able  and  experienced 
practitioners  must  necessarily  make  mistakes.  It  is  not  a question  of 
who  makes  and  of  who  does  not  make,  but  simply  of  who  makes  the 
fewest  mistakes.  But  there  are  mistakes  and  mistakes. 

There  are  the  mistakes  of  commission — the  bad  mistakes,  as  we 
may  term  them — mistakes  which  show  gross  ignorance,  incompetence, 
or  culpable  negligence,  as  for  example,  the  inaliility,  after  careful  exam- 
ination, to  detect  striking  clinical  facts,  such  as  marked  alterations  in 
the  physical  signs. 

Then  there  are  the  milder  mistakes — those  of  omission,  which  are 
often  due  to  imperfect  or  hasty  examination,  and  which  are  especially 
liable  to  occur  to  the  overwrought  practitioner  and  in  the  hurry  of 
out-patient  practice. 

Lastly,  there  are  mistakes  due  to  errors  in  judgment — the  mildest 
mistakes  of  all— as  for  example,  those  mistakes  which  are  due  to  an 
erroneous  estimate  being  attached  to  certain  facts  (too  much  importance 
to  some,  too  little  to  others);  or,  when  the  relative  importance  of  the 
different  facts  is  correctly  estimated,  to  an  erroneous  or  illogical  con- 
clusion being  drawn  from  them.  IMistakes  of  this  kind  (errors  of  judg- 
ment) are  exceedingly  common  in  practice;  nor  is  this  to  be  wondered 
at,  when  it  is  remembered  that  there  is  probably  no  faculty  of  the 
human  mind  which  differs  more  in  different  individuals  than  the 
faculty  of  judgment — the  power  of  being  able  to  weigh  correctly  all 
the  facts  of  a case,  and  of  drawing  the  correct  and  logical  conclusion 
from  them.  Like  every  other  mental  faculty,  this  power  of  judgment 
can  fortunately  be  cultivated— for  tliis,  amongst  other  reasons,  a 
thorough  mathematical  training  is,  in  my  opinion,  so  eminently 
desirable  for  boys  who  intend  to  take  up  medicine  or  science  as  a pro- 
fession. 
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On  account  of  tlie  enormous  extent  of  modern  medicine,  tlie  difficulty 
tiiat  tliere  is  in  some  cases  of  eliciting  the  facts  of  tlie  case  and  of 
making  a thorough  and  satisfactory  examination,  tlie  extreme  coin- 
])lexity  of  many  of  the  problems  Yvhich  the  physician  has  to  decide 
and  the  natural  imperfections  which  are  inherent  in  every  human  mind 
it  necessarily  follows  that  mistakes  must  arise.  Ihit  we  may  take  com- 
fort in  remembering  that  there  is  nothing  so  instructive,  to  the  man 
who  makes  it,  as  a mistake;  this  is  one  of  the  reasons  why  the  tutorial 
system  of  teaching  by  question  and  answer  is  so  eminently  helpful. 
Xow,  like  yourselves,  I am  simply  a student;  one  of  the  main  objects 
which  I have  in  view  in  giving  the  amount  of  time  and  trouble  that  1 
do  to  this  out-patient  work,  is  to  learn  and  to  teach  myself ; and  although 
1 dislike  quite  as  much  as  any  man  to  be  found  making  a mistake,  yet 
I am  always  anxious  to  know  when  I do  fall  into  error  or  make  a slip. 
When  therefore  any  of  you  think  that  I am  making  a mistatenient  or 
a mistake,  1 shall  always  be  obliged  if  you  will  point  it  out.  For  the 
same  reason,  if  there  is  anything  I fail  to  explain  to  your  satisfaction 
or  to  make  quite  clear,  by  all  means  (piestion  me  about  it.  1 am  ikj 
advocate  of  ex  cathcclrd  teaching.  1 only  regret  that  the  time  at  our 
disposal  and  the  amount  of  work  which  we  have  to  get  through,  makes 
it  impossible  to  enter  into  long  discussions — a mode  of  teaching  senior 
students  which  I used  so  thoroughly  to  enjoy  in  the  wards  of  the 
Newcastle  Infirmary. 

rhijsiorjnomic  diagnosis. — And  this  leads  me  to  say,  that  you  may 
perhaps  sometimes  think  that  I jump  at  conclusions,  or  arrive  intuitively 
at  results.  After  looking  at  tlie  patient,  and  perhaps  asking  him  one  or 
two  questions,  I will  often  tell  you  that  he  \q  prohahly  suflering — .some- 
times I may  even  go  the  lengtli  of  saying  that  he  is  actually  sulfering — 
from  some  particular  affection.  Now  there  is  nothing  miraculous  and 
intuitive  about  this;  it  is  a process  which  every  practitioner  is  constantly 
carrying  out;  although  he  may  appeal  to  the  uninitiated  to  arrive  in- 
tuitively and  almost  miraculously,  at  the  result,  it  is  simply  a matter 
of  experience  and  observation.  It  is  perfectly  true  that  the  process  of 
thought  is  almost  instantaneous;  that  the  process  of  reasoning  by  which 
he  arrives  at  his  result  is,  in  many  cases,  carried  on  quite  unconsciously ; 
and  that  he  may  actually,  in  some  cases  at  all  events,  find  it  difficult 
to  explain  all  the  steps  in  the  process;  yet  he  ought  to  be  able  to  unfold, 
more  or  less  clearly,  the  whole  process  and  chain  of  thought.  If  he 
cannot  explain  the  grounds  of  his  opinion,  he  is,  you  may  be  quite  sure, 
in  many  cases  at  all  events,  simply  making  a guess.  However  eminent 
the  practitioner,  however  emphatically  his  opinion  may  be  expressed,  I 
should,  speaking  generally — hesitate  to  attach  any  great  importance  to 
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it,  unless  he  is  able  to  explain  the  grounds  of  his  oi)inion,  and  the 
reasons  which  have  induced  him  to  arrive  at  his  result.  There  are 
doubtless  some  exceptions  due  to  tlie  facts  that  it  is  often  very  difficult 
to  analysis  our  mental  processes  and  to  give  the  grounds  for  our  con- 
clusions, and  that  some  men  have  more  difficulty  in  making  this  sort  of 
mental  retrospection  and  mental  analysis  than  others.  Let  me  make 
my  meaning  clear  by  means  of  an  illustration.  Those  of  you  who  attend 
my  practice  here  know  that  I can  generally  recognise  a pitman  the 
moment  he  sits  down  before  me,  and  before  a single  fpiestion  has  been 
asked.  Only  a week  ago,  those  of  you  who  were  up  during  the  vacation, 
will  remember,  I asked  a patient  whetlier  he  was  a pitman,  he  said  no, 
he  was  a shoemaker;  but  I felt  so  sure  of  my  conclusion,  that  I then 
asked  him  if  he  had  not  been  a pitman;  he  then  stated  that  he  had 
followed  his  })resent  occupation  for  three  years,  but  before  that  he  had 
all  his  life  worked  down  the  pit.  This  conclusion  was  simply  the  re- 
sult of  experience  and  observation.  In  my  work  at  the  Newcastle 
Infirmary  I saw  a great  many  pitmen.  They  are  seldom  tall,  generally 
muscular  and  strongly  built,  but  pale  in  the  face  from  working  under- 
ground away  from  the  light;  when  they  come  to  a physician  they 
often  do  so  because  of  some  chest  complaint  (bronchitis,  asthma,  phthisis) 
evidence  of  which  may  frequently  be  seen  at  a glance  (emaciation,  slight 
dyspnoea,  cough,  barrel-shaped  thorax,  etc.);  their  dress  is  certainly 
peculiar — I am  of  course  speaking  of  recognising  pitmen  who  are  washed 
and  clothed  in  their  Sunday  rig  out — the  necktie,  and  the  manner  it  is 
tied  are,  I think,  the  most  important  points,  and  often,  quite  irrespective 
of  anything  else,  suggest  to  me  that  the  patient  is  a pitman.  Well, 
when  I am  led  to  susjDect,  by  observing  these  j)oints,  that  the  patient 
is  a pitman,  I almost  unconsciously  and  instinctively,  as  it  were,  glance 
at  his  hands ; if  I see  any  blue  marks  (the  hands  must  be  placed  in  a good 
light,  for  these  marks  are  often  small  and  difficult  to  see  at  a distance), 
I feel  sure  of  my  conclusion,  for  these  blue  marks,  which  may  frequently 
also  be  seen  on  the  face,  and  on  other  parts  of  the  body  when  the  patient 
is  stripped,  and  which  are  the  result  of  coal  dust  getting  into  cuts  and 
scratches  and  becoming  tatooed,  as  it  were,  into  the  skin,  are  highly 
characteristic. 

Now,  to  be  able  to  recognise  a pitman  at  a glance  is  of  no  import- 
ance whatever;  for  the  fact  could  be  much  more  certainly  and  quite 
as  easily  ascertained  by  a single  question ; but  it  illustrates  the  most 
important  fact,  which  1 cannot  too  strongly  impress  upon  you,  viz.,  that 
long  experience  and  minute  observation  enable  any  one  of  average 
ability  to  arrive  at  conclusions  which,  to  the  uninitiated,  appear  little 
short  of  miraculous;  and,  when  I further  tell  you,  in  the  eloquent  words 
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of  Professor  Cniirdiier,  that  ‘ the  experience  of  years  and  the  critical 
appreciation  of  the  human  form  under  a great  variety  of  conditions, 
normal  and  abnormal,  gives  the  physician,  in  many  cases,  a power 
akin  to  the  artist,  incommunicable  by  words;  an  instinct  of  divina- 
tion, so  to  speak,  by  which  the  true  character  and  history  of  the 
organism  may  be  read  in  the  external  features  and  physical  character- 
istics; and  this  not  only  as  to  health  and  disease,  but  as  to  all  the 
leading  elements  of  character,’  you  will  see  the  immense  importance 
of  cultivating  to  the  very  utmost  this  faculty  of  observation  and  of 
making  yourselves  familiar  with  those  external  alterations  and  charac- 
teristics with  which  disease  of  the  internal  organs  is  so  frequently 
associated. 

Deferred  diagnosis. — You  will  sometimes  find  that,  after  the  most 
careful  and  prolonged  examination,  I am  unable  to  arrive  at  a positive 
conclusion  as  to  the  nature  of  the  case,  and  that  I defer  the  diagnosis, 
and  leave  the  matter  in  doubt.  In  such  cases,  I always  endeavour  to 
carry  the  diagnosis  as  far  as  possible,  and  to  explain  to  you  the  reasons 
for  my  hesitation  and  doubt.  This  is  a procedure  which  every  practi- 
tioner now  and  again  adopts.  In  some  cases,  the  facts  are  not  sulUcient 
to  warrant  a conclusion;  in  others,  although  sufticient  facts  are  in  reality 
present,  yet  their  observation  is  attended  with  so  much  ditticulty,  or 
the  case  is  so  complex,  that  it  is  desirable  before  committing  oneself  to 
a final  opinion  to  examine  the  patient  again  and  again  and  to  take  time 
to  think  over  the  case. 

I repeat  this  is  a truly  scientific  method  of  procedure,  which  every 
one  who  wishes  to  arrive  at  the  best  possible  conclusion  must  occasion- 
ally adopt.  On  first  entering  practice,  you  will,  of  course,  be  fre- 
quently in  doubt ; and  until  you  have  thoroughly  acquired  the  con- 
fidence of  your  patients,  you  may  feel  some  ditticulty  in  telling  them 
when  they  ask  for  your  opinion,  as  they  usually  will  do,  that  you  are 
unable  to  form  a positive  opinion  as  to  the  nature  of  the  case ; for  you 
naturally  may  think  that  they  will  attribute  your  hesitation  and  doubt, 
not  to  the  intrinsic  difficulties  of  the  case,  but  to  want  of  experience 
and  knowledge ; and  no  doubt  in  some  cases  they  would  be  correct. 
Tact  and  ingenuity  enable  some  men  to  get  out  of  the  dilemma,  but 
you  will,  I think,  generally  find  that  the  straightforward  course  is  in 
the  end  the  best ; sensible  and  intelligent  people  will  seldom  be  dis- 
satisfied if  you  tell  them  the  case  is  one  of  difficulty,  and  that  you  think  it 
necessary,  before  making  up  your  mind  as  to  its  exact  nature,  to  take 
time  for  consideration  and  further  observation.  Once  you  have  gained 
the  confidence  of  your  patients  and  acquired  a certain  reputation,  there 
is  no  need  to  hesitate  as  to  the  course  you  should  adopt. 
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Let  me  give  you  an  illustration  of  the  kind  of  case  in  which  it  is 
necessary  to  defer  the  exact  diagnosis : a patient  conies  before  us,  we 
will  suppose,  with  symptoms  of  intra-thoracic  pressure ; on  physical 
examination,  it  is  evident  that  there  is  a tumour  within  the  chest,  hut 
it  is  dillicult,  or  it  may  he  impossible  to  decide  at  the  first  interview 
whether  the  tumour  is  an  aneurism  or  a solid  growth : the  evidence 
may  seem  to  he  evenly  balanced,  and  sometimes,  though  it  must  he 
confessed  rarely,  this  is  actually  the  case.  The  chances  being  equal, 
there  is  a temptation  to  ignore  the  difficulties,  and  to  pronounce  an 
emphatic  and  positive  opinion  in  favour  of  one  or  the  other  condition. 
The  odds  being  equal,  the  practitioner  may  deliberately  choose  to  run 
the  risk  of  being  wrong,  knowing  that  if  he  hajipens  to  be  right  he 
will  gain  more  credit  from  being  right,  that  he  will  gain  discredit  from 
being  wrong.  This  is  exactly  the  principle  on  which  the  bone-setter 
makes  his  reputation,  the  public  hear  of  the  few  successful  results, 
they  are  widely  noised  abroad  both  by  the  patient  and  by  the  operator, 
but  the  failures — the  many  gross  mistakes  and  too  frequently  di.sas- 
trous  results — are  forgotten,  or  make  comparatively  little  impression 
on  the  public  mind.  As  a matter  of  experience,  it  is  found  that  one 
thoroughly  successful  result  is  quite  sufficient  to  counterbalance  a large 
number  of  serious  errors.  Now,  we  will  suppose  that  our  patient,  vith 
the  intra-thoracic  tumour  dies ; the  positive  diagnosis  which  has  been 
hazarded  is  found  to  be  correct,  the  physician  congratulates  himself, 
and  is  congratulated  over  tlie  result,  people  talk  of  the  wonderful 
diagnosis  which  Ur  So-and-So  made,  apparently  without  any  difficulty, 
when  others  deferred  their  diagnosis,  and  were  in  hesitation  and 
doubt.  Well,  another  doubtful  case  presents  itself,  the  same  pro- 
cess is  adopted,  but  this  time  the  guess,  for  it  is  nothing  more,  is  not 
correct.  The  temptation  to  appear  brilliant  at  the  risk  of  failure,  where 
the  chances  seem  equal,  and  to  carry  the  diagnosis  further  than  the 
facts  of  the  case  warrant,  is  a strong  one,  but  it  should  be  sternly 
resisted  and  suppressed.  Like  all  other  temptations,  it  grows  stronger 
and  less  easily  resisted,  the  more  frequently  it  is  allowed  to  get  the 
upper  hand,  until  finally  it  becomes  a matter  of  habit  and  routine.  Now, 
the  object  of  the  diagnostician  ought  not  to  be  to  make  a few  happy  and 
axiparently  brilliant  hits,  mixed  up  with  an  equal  number — it  may,  and 
jirobably  will  be,  with  a greater  number — of  mistakes,  but  to  arrive  in 
every  case  at  the  hest  possible  conchtsion  which  the  facts  icarrant. 

Scientific  caution  is  a quality  which  cannot  be  too  highly  honoured ; 
and  it  cannot  be  too  strongly  insisted  uxDon,  tliat  in  forming  a conclu- 
sion it  is  better  to  err  on  the  side  of  caution  rather  than  of  rashness. 
Caution  may,  however,  be  carried  to  an  extreme.  In  the  great  majo- 
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rity  of  cases  'whicli  come  before  tlie  practitioner,  the  facts  are  (piite 
suflicient  to  enable  a competent  man  to  come  to  a positive  conclusion. 
When  one  finds  a man  constantly  or  very  frecpiently  hesitating  to  give 
a positive  opinion,  one  naturally  thinks  that  he  is  not  able  to  form  one, 
and  that  he  is  using  cautiousness  as  a cloak  for  ignorance  and  doubt. 
One  does  occasionally  meet  with  a slirewd  man  of  the  world  who  is  not 
very  strong  professionally,  who  knowing  by  experience  that  when  he 
does  commit  himself  to  a positive  opinion  lie  is  a])t  to  make  a 
mistake,  and  recognising  that  positive  errors  tell  injuriously  against 
him,  wraps  himself  up  in  the  cloak  of  cautiousness,  and  tiles  to  make 
ca])ital  out  of  his  reserve,  by  posing  as  one  who  gives  careful  and 
well-considered  opinions. 

The  out~2Kitient  department  as  a field  for  clinieal  instruction. — 
Turning  now  to  the  educational  side  of  the  question,  you  will  find 
that  the  out-patient  department  affords  very  great  advantages  as  a place 
of  learning,  and  as  a field  for  clinical  instruction.  The  teaching  in  the 
out-patient  department  differs,  however,  in  many  important  particulars 
from  that  which  is  carried  on  in  the  wards.  Both  have  their  advantages 
and  disadvantages.  Here  we  have  to  see  a large  number  of  cases  in  a 
comparatively  short  time;  in  ward  teaching  where  there  are  many 
students,  it  is  usually  the  custom  to  go  thoroughly  and  with  great  care- 
fulness and  detail  into  one,  two,  or  at  the  most  three  cases  daily.  In 
out-patient  practice,  the  teacher  knows  nothing  about  the  new  cases 
which  present  themselves,  and  is  thrown  entirely  upon  his  own  inward 
resources  and  knowledge;  if  he  is  to  succeed,  he  must  be  prepared 
not  only  to  deal  on  the  spur  of  the  moment  with  everything  that  turns 
up,  but  to  do  so  in  a manner  which  will  rivet  the  attention  and  command 
the  satisfaction  of  his  audience.  Again,  in  out-patient  practice,  the 
teacher  can  never  be  sure  of  his  material;  the  cases  which  present 
themselves  on  any  given  day  may.  be  uninteresting,  and  afford  few 
points  calling  for  comment.  Let  me  say,  however,  that  almost  every 
case,  however  trivial  it  may  at  first  sight  appear,  usually  presents  some 
points  of  iiiterest  and  practical  value,  and  that  as  a matter  of  fact,  we 
rarely  have  a day  here  that  some  case  of  real  scientific  value  and 
practical  importance  does  not  turn  up.  A series  of  unimportant  and 
apparently  uninteresting  cases  throw,  however,  a great  strain  upon  the 
teacher,  for  if  his  audience  is  to  be  kept  interested  and  on  the  qui  five, 
he  must,  under  such  circumstances,  put  forth  all  his  energy  and  resource. 
In  ward  teaching,  on  the  other  hand,  the  physician  can  always  rely 
upon  having  some  suitable  and  interesting  case;  it  is  possible  in  fact 
to  select  one’s  subject;  those  cases  which  are  chosen  have  generally 
been  thoroughly  worked  up  before  hand;  and  the  teacher  is  able,  should 
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it  1)6  necessary,  to  refer  to  authorities,  and  to  look  up  any  difficult  or 
doubtful  points.  Such,  at  all  events,  was  tlie  method  of  ward  teaching 
which  I used  myself  to  practise  in  the  Newcastle  Infirmary.  Teaching 
in  the  ont-patient  department  involves  much  more  strain  than  teaching 
in  the  wards;  and  if  it  is  to  be  successful,  it  requires,  I find,  a greater 
clinical  experience  and  all  round  knowledge,  and  demands  more  teach- 
ing experience  and  teaching  resource. 

One  of  tlie  greatest  advantages  which  the  out-patient  practice  affords 
to  the  student  is  the  number  and  variety  of  the  cases  which  come  before 
him;  the  out-patient  department,  consequently,  affords  admirable  oppor- 
tunities of  acquiring  a knowledge  of  the  external  alterations  and 
characteristic  physiognomic  appearances  produced  by  disease,  and  of 
cultivating  the  habit  of  rapidly  and  accurately  observing  every  minute 
particular  connected  with  the  patient.  The  immense  importance  of 
this  has  been  previously  insisted  upon.  I repeat,  that  the  number  and 
variety  of  the  cases  which  the  student  is  able  to  see  in  out-patient 
})ractice,  is  to  him  one  of  its  great  advantages. 

But  further,  the  cases  are  exactly  the  class  of  cases  which  you  will 
see  in  your  own  consulting-rooms  when  you  get  into  practice ; many  of 
the  cases  which  you  see  in  the  wards  are,  on  the  contrary,  cases  such 
as  you  will  not  see,  or  will  rarely  see,  in  the  ordinary  routine  of  general 
practice.  And  here  let  me  strongly  urge  you  not  to  get  into  the  way 
of  thinking  that  any  case  is  too  trivial  for  attention.  In  ward  practice, 
the  cases  are,  as  a rule,  serious,  the  majority  of  them  being  cases  of 
ailvanced  organic  disease ; in  the  wards  you  will  see  comparatively  few 
cases  of  functional  disturbance,  and  none  of  the  trifling  and  passing 
ailments  which  are  of  every  day  occurrence  in  private  practice.  In 
our  work  here,  we  constantly  meet  both  with  cases  of  severe  organic 
disease,  and  with  minor  ailments  and  functional  disturbances.  You  will 
consequently  have  an  opportunity  of  seeing  how  the  minor  ailments 
are  to  be  treated  and  dealt  with  ; and  let  me  say  that,  although  in 
reality  trifling,  affections  of  this  kind  are  often  very  real  to  the  patient, 
and  may  occasion  him  quite  as  much  trouble  and  anxiety  as  diseases 
of  a much  more  serious  nature.  Many  of  these  minor  ailments  and 
functional  derangements  rapidly  get  well  when  left  to  themselves; 
others — but  not  all — are  very  amenable  to  treatment;  and  you  will  find 
when  you  get  into  practice  that  one  sometimes  gets  quite  as  much  credit 
from  the  patient  for  the  management  of  a trivial  affection  which  would 
speedily  have  cured  itself,  as  one  gets  for  the  most  careful  treatment  of 
a serious  and  anxious  case  of  organic  disease.  You  will  do  well,  then, 
to  devote  attention  to  functional  derangements  and  trivial  disorders  of 
this  nature. 
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lint  it  is  not  only  because  it  affords  a field  for  acquiring  a large 
experience  of  disease,  and  a great  deal  of  absolute  knowledge,  that 
out-patient  practice  is  so  valuable.  Quite  as  important,  in  my  opinion, 
are  the  advantages  which  it  affords  of  learning  the  different  ways  and 
methods  of  eliciting  information;  of  examining,  managing,  dealing  with, 
and  pleasing  patients;  and  of  recognising  the  importance  of  that  faculty 
which  is  perhaps  more  necessary  than  any  other  for  great  success  in 
practice,  viz.,  the  faculty  of  impressing  patients  favourably  and  of 
inspiring  confidence. 

In  this  out-patient  department  you  will  see  all  varieties  of  mental 
temperament,  and  will  come  to  understand  the  different  ways  in  vdiich 
difterently  constituted  patients  have  to  be  dealt  with.  You  will  see, 
for  instance,  how,  on  the  one  hand,  a few  kind  words  and  a kind  and 
gentle  manner,  soon  succeed  in  gaining  the  confidence  of  cliildren  and 
nervous  persons ; how,  on  the  other,  a little  sternness  and  the  exhibition 
of  a little  force  of  will  speedily  bring  silly,  gigling  young  women,  or 
equally  silly  young  men,  to  a sober  and  satisfactory  mental  condition. 
You  will  learn  to  appreciate  the  importance,  in  cases  of  serious  sickness, 
of  cutting  short  the  examination  and  of  avoiding,  so  far  as  possible, 
everything  which  is  likely  to  distress  or  fatigue  the  ])atient;  and  you 
will  come  to  see  how  important  it  is  in  some  cases — as,  for  example,  in 
hysteria,  hypochondriasis  and  many  other  functional  affections — to  act 
through  the  patient’s  mind  and  nervous  system  upon  his  bodily  condi- 
tion— to  throw  your  whole  soul,  as  it  were,  into  your  opinion,  and  to  do 
your  utmost  to  impress  him  with  the  conviction  that  there  is  no  organic 
disease,  and  that  there  is  no  reason  whatever  why  he  should  not  speedily 
get  well. 

And  now  let  me  say  a word  or  two  as  to  the  class  of  students  for 
whom  the  kind  of  instruction  which  the  out-patient  department  affords, 
is  best  suited.  The  point  is  one  on  which  there  is,  I believe,  consider- 
able difference  of  opinion.  I understand  that  in  one  at  least  of  the 
London  Hospitals  the  junior  students  are  recommended  to  attend  the 
out-patient  department,  and  the  seniors  are  advised  to  confine  themselves 
to  the  wards.  This  is,  in  my  opinion,  a very  gi'eat  mistake.  I have  no 
hesitation  in  saying  that  the  out-patient  department,  as  I conduct  it 
here,  is  much  better  fitted  for  the  senior  than  for  the  junior  student. 
The  beginner,  desirous  of  acquiring  the  rudiments  of  clinical  medicine 
and  a knowledge  of  physical  signs  should,  in  my  opinion,  concentrate 
his  attention  on  a limited  number  of  cases,  and  should  study  first  one 
organ  and  then  another,  making  himself  in  this  way  gradually  familiar 
first,  with  the  normal  physical  signs  (those  which  result  from  the 
physical  condition  of  the  healthy  organ)  ; secondly,  with  the  pathological 
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])hysical  signs  (those  whicli  result  from  the  physical  comlition  of  tlie 
organ  in  dilferent  states  of  disease) ; and  thirdly,  with  tlie  chief 
functional  derangements  and  symptoms  which  result  from  its  more 
striking  and  important  lesions. 

It  is  only  after  he  has  accpiired  a considerable  amount  of  knowledge, 
and  has  made  himself  more  or  less  familiar  with  the  different  symptoms 
and  physical  .signs,  tluit  the  student  is  capable  of  deriving  full  benefit 
from  out-patient  practice.  With  so  much  work  to  do,  it  is,  as  I have 
already  ])ointed  out,  essential  to  economise  time  as  much  as  possible;  to 
avoid  asking  any  unnecessary  questions;  and  to  see  that  every  question 
has  its  point.  Now  it  is  only  the  student,  who  has  some  knowledge  of 
disease,  who  can  see  and  appreciate  the  object  of  questions  wliich  are 
put  in  this  way,  and  who  can  understand  tlie  mental  analysis  of  the 
facts  of  the  case  which  I am  carrying  on — as  revealed  by  the  questions 
which  I ask — and  can  follow  up  my  train  of  thought.  It  is  only  the 
advanced  student  who  can  thoroughly  appreciate  the  physiognomy  of 
disease,  as  it  is  exhibited  in  many  different  cases  coming  rapidly  one 
after  the  other.  Again,  it  is  quite  impossible  with  tlie  limited  time 
at  our  disposal, — even  if  it  were  desirable,  which  I do  not  admit — to 
explain  the  significance  of  elementary  facts  which  are  elicited  in  the 
course  of  the  physical  examination.  In  a case,  for  example,  in  which 
a double,  blowing,  endocardial  murmur  is  audible  over  the  course  of 
the  aorta  and  down  the  sternum,  I do  not  stop  to  tell  you  that  the 
murmur  is  indicative,  and  why  it  is  indicative  of  aortic  regurgitation — 
as  I miglit  think  it  advisable  to  do  if  I were  teaching  a class  of  be- 
ginners—I take  it  for  granted  that  you  know  the  significance  of 
cardiac  murmurs,  and  I proceed  at  once  to  direct  attention  to  any 
special  features  whicli  the  case  may  present,  and  to  the  facts  and 
circumstances  by  which  we  endeavour  to  determine  whether  the  lesion 
has  resulted  from  disease  beginning  at  the  root  of  the  aorta  or  in  the 
endocardium;  and  whether  the  aortic  regurgitation  is  free  or  not — in 
other  words,  whether  in  the  special  case  under  observation,  the  lesion 
is  serious  or  not.  Do  not,  however,  let  it  be  supposed  that  I wish  to 
discourage  the  attendance  of  junior  students  altogether.  All  I want  to 
point  out  is,  that  the  special  plan  of  examination  and  instruction,  which 
I adopt,  is  better  fitted  for  seniors  than  for  juniors.  There  is  always 
a good  deal  which  the  beginner  can  understand;  and,  although  he  can- 
not get  the  full  benefit  which  a senior  student  can,  yet  a certain  amount 
of  time  passed  here  will  not  be  mis-spent;  if  he  were  to  acquire  no- 
thing else,  he  cannot  fail  to  get  many  valuable  hints  as  to  the 
methods  of  eliciting  information,  examining,  managing,  and  dealing 
with  patients. 
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In  concluding  this  part  of  the  subject,  let  me  say,  that  in  advocating, 
as  I have  done,  tlie  claims  and  advantages  of  the  out-patient  department 
as  a field  for  clinical  study,  I have  not  the  remotest  intention  or  wish 
to  appear  even  to  depreciate  the  claims  and  advantages  of  the  in- 
patient department.  Out-patient  practice  is  merely  sujiplementary,  for 
although  it  fills  up  a gap  and  enaldes  you  to  see  certain  forms  of  disease 
which  are  not  always  met  with  amongst  the  in-patients,  it  is,  and 
always  will  be  rightly  considered  as  subordinate  and  secondary.  Xo 
one  appreciates  more  than  I do  the  importance  of  ward  work;  in  short, 
the  wards  of  the  hospital  are  the  places  where  you  ought  to  learn  your 
medicine,  and  do  the  chief  part  of  your  medical  work. 

The  ont-patient  department  as  a field  for  orvjiiuil  ohservation. — 
With  regard  to  the  opportunities  which  the  out-patient  department 
affords  as  a field  for  original  observation,  I can  unfortunately  say  little. 
The  time  which  we  can  devote  to  individual  cases  is  so  short,  that  it  is 
seldom  possible  to  make  such  an  exhaustive  examination  as  is  required 
for  scientific  purposes,  or  to  take  full  notes.  In  many  cases,  we  see 
the  patient  only  once;  the  important  and  interesting  cases  are  always, 
if  possible,  sent  on  to  the  wards,  and  those  who  do  not  wish  to  come 
into  tlie  hospital,  very  often  do  not,  or  are  not  able  to  come  back. 
Original  clinical  observation  can  only  be  adequately  carried  out  in  the 
wards  of  a hospital.  I’ersonally  I am  only  too  conscious  of  this ; for 
the  first  ten  years  of  my  professional  life  I was  fortunate  in  holding 
hospital  appointments  which  afforded  me  an  almndant  field  for  original 
work,  and  now,  when  I am  much  more  able  to  make  use  of  such 
advantages  and  to  do  really  good  work,  I unfortunately  cannot  com- 
mand them. 
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On  the  question  of  eommunicating  the  opinion  which  the  physician  forms 

to  the  patient  and  his  friends} 

Having  arrived  at  a diagnosis,  the  next  point  which  the  physician 
has  to  determine  is  the  prognosis;  in  other  words,  he  has  to  form  a 
conclusion  or  forecast  of  the  probable  course,  duration,  and  termination 
of  the  case.  He  must  form  an  opinion  as  to  the  probable  result — 
whether  it  is  likely  to  end  in  recovery  or  death ; as  to  the  complications 
which  are  likely  to  occur,  and  how  they  are  to  he  guarded  against. 
If  he  believes  that  the  patient  will  recover,  he  must  consider  whether 
the  recovery  will  he  complete  or  not;  whether  the  disease  is  likely  to 
recur ; and  if  so,  what  are  the  conditions  which  are  liable  to  reproduce 
or  re-excite  it,  and  how  they  are  to  he  guarded  against  and  prevented. 
If  recovery  is  incomplete,  he  must  determine  whether  the  after  effects 
which  remain  will  he  likely  to  interfere  with  the  patient’s  comfort  or 
happiness;  whether  they  will  unfit  him  for  his  occupation  (if  he  he 
an  adult  and  has  an  occupation),  or  make  it  advisable  that  he  should 
select  some  special  business  and  occupation,  and  not  select  others 
which  might  perhaps,  if  he  had  remained  perfectly  healthy,  have 
been  selected  for  him  ; what  are  the  special  risks  and  dangers  to  which 
his  impaired  condition  of  health  will  predispose  him,  and  how  are  they 
to  he  guarded  against  and  prevented;  whether  it  is  advisable  that  he 
sliould  or  should  not  marry ; how,  in  short,  he  should  regulate  the 
whole  course  and  tenor  of  his  future  life. 

Now  in  trying  to  form  an  opinion  on  these  points,  the  same  facts 
which  determined  the  diagnosis  must  necessarily  be  again  taken  into 
account,  for,  the  exact  nature  of  the  disease,  its  pathological  character 
and  extent,  the  rapidity  with  which  it  is  progressing, — all  of  which 
have  already  been  determined  in  forming  the  diagnosis — are  essential 
elements  in  the  prognosis.  We  know,  for  example,  as  the  result  of 
observation  and  the  accumulated  experience  of  authorities,  that  the  tend- 
ency of  acute  croupous  pneumonia  is  to  terminate  either  in  death  or 
in  complete  cure;  that  a double  pneumonia  is  more  likely  to  end  fatally 
than  a single  pneumonia;  further,  that  an  apex  pneumonia  is  more 
likely  to  end  in  incomplete  resolution  and  phthisis  than  a pneumonia 
beginning  at  the  base. 

Since  then  the  prognosis  is  to  a large  extent  based  upon  the  same 

■ Being  part  of  the  Introductory  Lecture  delivered  to  the  Author’s  class  at  the 
commencement  of  the  Winter  Session  18SG-87. 
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facts  as  the  diagnosis,  the  more  accurate  and  exhaustive  the  examina- 
tion  of  the  case,  tlie  more  accurate  will  be  the  prognosis. 

But  in  order  to  form  an  accurate  prognosis  or  forecast  of  each 
individual  case,  it  is  necessary  not  only  to  take  into  account  the  facts 
on  which  the  diagnosis  is  founded,  and  to  have  a knowledge  of  the 
natural  history,  so  to  speak,  of  the  special  disease  with  which  the 
patient  is  affected,  but  also  to  take  into  account  the  special  peculiarities 
of  the  individual  patient.  In  other  words,  we  have  to  consider  in  each 
individual  case  the  patient’s  cajiability  of  resisting  the  disease  and  his 
powers  of  compensation, — and  in  order  to  determine  these  points  we 
liave  to  take  into  account  a variety  of  circumstances,  such  as  (1)  his 
age,  strength,  diathesis,  hereditary  tendencies;  (2)  the  presence  of 
associated  disease;  (3)  his  habits,  circumstances,  and  surroundings; 
(4)  the  effects  of  treatment;  and  (5)  in  some,  more  especially  chronic 
cases,  the  progressive  or  stationary  character  of  the  lesion. 

The  prognosis  is,  in  short,  the  diagnosis,  specially  applied  to  the 
individual  patient,  and  in  order  that  it  may  be  accurate  it  is  necessary 
that  the  physician  should  be  acquainted  with  the  usual  course  and 
tendencies  of  the  disease  with  which  the  patient  is  affected. 

Time  does  not  permit  me  to  go  into  detail  with  regard  to  all  these 
points,  but  illustrations  of  what  I mean  will  doubtless  occiir  to  most  of 
you.  I am  anxious,  however,  to  consider  a little  more  fully  the  next 
point,  viz.,  the  advisahility  of  communicating  to  or  withholding  from 
the  'patient  the  opinion  which  the  physician  may  form  regarding  the  case. 

The  question  is  one  of  the  greatest  practical  importance;  and  it  is  a 
question  which  you  will  have  to  decide  every  day  in  practice,  for  in  all 
ranks  of  society  the  patient  and  his  friends  naturally  wish  to  know,  as 
soon  as  you  have  completed  your  examination  and  made  your  diagnosis, 
what  is  your  opinion  as  to  the  gravity  of  the  case. 

Now  the  answer  to  the  question — whether  you  should  or  should  not 
communicate  the  opinion  which  you  have  formed  to  the  patient — de- 
pends chiefly,  I think,  upon  the  following  circumstances: — 

1.  The  nature  of  your  opinion,  whether  favourable  or  the  reverse. 

2.  The  nature  of  the  disease,  more  especially  whether  it  is  acute  or 
chronic. 

3.  The  mental  temperament  and  disposition  of  the  patient. 

A.  It  may  be  stated  as  a general  rule  that,  when  the  opinion  is 
favourable,  it  should  be  immediately  communicated  to  the  patient. 

The  only  exception  to  this  rule  is,  I think,  the  case  in  which  it  is 
necessary  to  act  upon  the  fears  of  the  patient;  in  other  words,  to  make 
him  suppose  that  his  condition  is  more  serious  than  you  really  think 
it  to  be,  in  order  that  you  may  induce  him  to  alter  his  habits  and  mode 


APPENDIX  H. 


1:^8 

of  life,  and  cany  out  your  iustructious  witli  regard  to  treatment;  as, 
lor  example,  when  the  patient  is  taking  too  much  alcohol,  or  giving 
himself  up  to  any  other  excess. 

The  beneficial  effect  which  a favourable  ophiion  produces  upon  the 
patient’s  mind,  and  upon  his  general  condition  is  often  most  striking. 
It  is  in  fact,  in  many  cases,  the  very  best  tonic  and  restorative  which 
can  possibly  be  administered,  and  in  some  cases  is  much  more  powerful 
as  a curative  agency  than  all  the  drugs  of  the  pharmacopeia. 

We  all  know  what  an  all  important  influence  the  nervous  system 
exerts  on  the  processes  of  nutrition,  growth,  and  repair;  how  the  mind, 
to  speak  in  popular  language,  acts  upon  the  body  and  the  body  on  the 
mind;  how,  when  the  mind  is  de]>ressed  and  filled  with  gloomy  fore- 
bodings or  fears,  tlie  functions  of  all  the  great  viscera  are  apt  to  be 
performed  in  a languid  and  sluggish  manner,  the  whole  vital  tone 
deteriorated,  the  resisting  power  of  the  organism  weakened,  contagious 
and  infectious  diseases,  cholera  for  instance,  more  likely  to  be  contracted, 
and  the  processes  of  rejiair  and  recovery  from  disease  which  is  already 
present  seriously  interfered  with  or  altogether  prevented;  how  easily 
persons  of  a cheerful,  hopeful,  and  sanguine  disposition  throw  off  their 
ailments;  how,  on  the  one  hand,  a patient  who  firmly  believes  that  he  will 
get  well,  often  does  get  well,  even  in  apparently  hopeless  circumstances; 
and  how,  on  the  other,  a patient  who  is  impressed  with  the  idea  that  he 
will  die,  often  does  die,  even  when  we  might  have  expected  recovery. 

Further,  there  is  reason  to  suppose  that  every  impression  wdiich  is 
received  by  a sensory  nerve  is  reflected  and  reverberated,  as  it  were, 
through  the  whole  nervous  system,  and  exerts  some  influence,  unfelt  it 
is  true,  slight  no  doubt,  it  may  be  almost  iufinitisimal,  but  still  an  in- 
fluence, upon  every  individual  tissue  and  organ — witness,  for  example, 
the  experiments  of  Mosso  and  Pellicani,  which  seem  to  show  that  con- 
tractions of  the  muscular  wall  of  the  bladder — a very  ‘ coarse  ’ effect — 
not  only  result  from  stimulation  of  any  sensory  nerve,  but  also  accom- 
pany every  psychical  act,  whether  intellectual,  emotional  or  volitional. 
Further,  we  know  that  the  fixed  belief  that  an  organ  is  diseased,  and 
the  concentrated  attention  which  it  then  receives,  may  actually  produce 
tangible  and  perceptilde  functional  disturbances,  as,  for  example,  the 
fibrillary  twitchings,  which,  if  not  actually  produced  in  the  first  instance, 
are  certainly,  I think,  exaggerated,  when  a medical  man  or  medical 
student,  who  is  perhaps  a little  run  down  in  health,  thinks  he  is  the 
victim  of  progressive  muscular  atrophy,  and  the  palpitation  and  uneasy 
sensations  in  the  region  of  the  heart,  which  are  so  common  in  those  who 
fancy  they  are  affected  with  organic  cardiac  disease. 

Now  picture  to  yourselves  the  mental  condition  of  the  patient  who 
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comes  to  consult  a doctor;  try  to  realise,  it  you  have  not  actually  done 
so  ill  your  own  persoms,  tlie  iinniense  effect  which  his  ojiinion  'will,  in 
many  instances,  ])roduce  on  that  patient’s  mind;  and  you  will  lia^e  no 
difficulty  in  understanding  the  tremendous  influence — I can  use  no 
minor  term — which  that  opinion  will,  in  many  instances,  produce  upon 
the  organism,  and  hence  upon  the  pathological  condition  (in  some  cases 
directly  as  in  many  functional  deraiigements,  and  in  others  more  or 
less  indirectly,  as  in  some  organic  conditions). 

I repeat  that  a favonrahle  opinion,  confidently  expressed  hy  a 
physician  in  whom  the  patient  places  implicit  trust  i.s,  in  many  cases, 
the  most  potent  tonic  and  restorative  which  it  is  possible  to  administer. 
In  some  instances,  as  for  example,  in  many  cases  of  functional  derange- 
ment (the  functional  fibrillary  twitchings  which  I have  previously 
mentioned,  many  forms  of  functional  derangement  of  the  heart,  some 
cases  of  hysterical  disease,  even  hysterical  paralysis),  it  is  tlie  only 
medicine  which  is  required,  and  is  of  itself  sufficient  to  effect  a cure. 
It  must,  however,  be  remembered  that  in  many  cases  the  effect  is  only 
temporary,  and  that  it  is  generally  advisable  to  keep  iq)  the  tonic  in- 
fluence by  the  administration  of  remedies — coloured  water  being,  in 
many  instances,  all  that  is  required. 

But  even  where  the  patient  is  actually  suffering  from  severe  organic 
disease,  the  beneficial  efl'ect  is  often  most  striking, — and  in  some  cases, 
where  life  is  hanging  in  the  balance,  as  for  instance  in  some  acute 
diseases,  the  opinion  of  the  doctor  may  turn  the  scale,  and  deatli  or 
recovery  may  depend  upon  the  effect  which  it  produces  upon  the  mind 
of  the  patient. 

But  in  order  that  a favourable  opinion  may  produce  this  tonic  and 
restorative  effect,  it  is  essential  that  it  should  be  expressed  with  con- 
fidence, and  that  the  patient  should  thoroughly  believe  in  it.  And 
here  let  me  say  in  passing,  that  there  is  no  quality  which  is  more 
conducive  to  success  in  practice  than  the  power  of  impressing  patients 
favourably,  and  of  creating  confidence.  I cannot  too  strongly  urge 
you  to  do  your  utmost  to  cultivate  and  elaborate  this  faculty,  for  it 
can,  to  a large  extent,  be  improved  and  cultivated.  It  is  perfectly 
true  that  there  are  great  natural  differences  in  individuals  in  this 
respect.  To  some  extent  the  power  of  inspiring  confidence  is  a matter 
of  ‘manner’  and  ‘address,’  but  to  a still  greater  extent  it  depends 
upon  the  confidence  which  the  practitioner  feels  in  himself.  Xow  self- 
confidence  is  of  two  kinds.  There  is,  on  the  one  hand,  that  self- 
confidence  which  is  due  to  mere  self-assurance — and  that  the  arrant 
quack  who  is  totally  ignorant  of  the  mere  elements  of  medicine  can, 
by  dogmatic  opinions,  tlie  result  of  mere  self-assurance,  and  by  the 
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administration  of  some  inert  and  liarmless  nostrums  in  some  cases  cure 
(functional)  disease,  is  one  of  the  most  striking  illustrations  which  can 
he  adduced  of  the  effects  whicli  may  Ije  produced  on  the  body  through 
the  mind  and,  on  the  other  hand,  there  is  the  self-confidence  which  is 
based  on  the  sound  foundation  of  experience  and  knowledge. 

Let  me  bring  these  points  home  to  you  by  means  of  an  illustration. 
The  differential  diagnosis  of  functional  (hysterical)  and  organic  paraplegia 
is,  in  some  cases,  attended  with  great  difficulty;  and  in  order  to  cure  a 
case  of  hysterical  paralysis,  it  is  essential  to  impress  the  patient  with 
the  conviction  that  you  can  and  will  cure  her.  Now  unless  you  feel 
sure  of  your  diagnosis,  you  will  not  be  able  to  give  a positive  and  con- 
fident opinion;  hysterical  jjatients  are,  as  a rule,  extremely  acute,  and 
if  you  show  the  least  indecision,  if  you  do  not  speak  with  the  greatest 
confidence  and  assurance,  they  will  almost  certainly  detect  your  doubts. 
Hence,  if  you  are  to  cure  cases  of  hysterical  (functional)  paralysis,  you 
must  be  able  to  distinguish  them  from  cases  due  to  organic  disease. 

The  power  of  insjiiring  confidence  is  absolutely  essential  to  the 
consultant,  who,  in  many  cases,  only  sees  the  patient  once,  but  is  no 
less  valuable  in  every  form  of  practice.  I repeat  that  knowledge  and 
experience  are  its  only  true  foundations.  A good  manner  and  address 
are  also  most  helpful  to  success,  but  not  essential;  for  when  a doctor 
becomes  known  to  his  patients,  when  they  have  found  by  experience 
that  he  is  a really  able  man,  that  he  knows  his  work,  and  that  he  is 
able  to  treat  them  satisfactorily;  but  above  all  when  they  have,  as  it  is 
popularly  termed,  been  pulled  through  a severe  illness  by  him,  they  no 
longer  notice  his  want  of  manner  and  address,  or  at  all  events  are  not 
made  uncomfortable  by  it.  It  must,  however,  he  acknowledged  that  a 
man  with  a bad  manner  is  heavily  handicapped,  more  particularly  when 
he  first  commences  practice. 

B.  When  the  physician  takes  an  unfamurohh  view  of  the  case,  it  is 
perhaps  more  difficult  to  decide  whether  the  opinion  should  or  should 
not  be  communicated  to  the  patient.  The  decision  should,  in  my  opinion, 
be  determined  chiefly  by  the  nature  of  the  disease — whether  it  is  acute 
or  chronic — partly,  but  this  I think  chiefly  appbes  to  chronic  cases, 
by  the  mental  temperament  of  the  patient. 

In  the  case  of  acute  disease,  occurring  in  a previoiisly  healthy  person, 

I am  disposed  to  lay  it  down,  as  a general  rule,  that  un  unfavourable 
opinion  should  not  be  communicated  to  the  patient;  indeed,  I go  further 
than  this  and  say,  that  it  is  the  duty  of  the  physician  in  most  cases  of 
acute  disease  occurring  in  a previously  healthy  person,  to  communicate 
a favourable  opinion  to  the  patient,  even  when  he  believes  in  his  own 
mind  that  the  chances  are  all  against  recovery.  I am  speaking,  be  it 
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observed,  of  the  immediate  prognosis  (of  the  patient’s  getting  better  or 
dying  of  acute  disease),  and  not  of  the  secondary  or  remote  prognosis 
(of  the  probability  if  lie  gets  better,  whether  there  will  be  complete 
restoration  to  health,  or  more  or  less  permanent  disablement). 

One  of  the  most  striking  differences  between  acute  disease  and 
many  chronic  affections  is  this,  that  acute  affections,  acute  croupous 
pneumonia,  for  example,  tend  eitlier  to  death  or  recovery,  and  that 
even  in  the  most  severe  and  apparently  hopeless  cases  recovery  not 
un frequently  takes  place ; whereas  in  many  chronic  affections  there  is 
little  or  no  tendency  to  recovery,  and  we  know  as  a matter  of  fact,  that 
when  the  disease  is  far  advanced,  death  must  result;  it  is  only  a matter 
of  time;  we  know  in  short,  in  many  chronic  affections,  such  as 
phthisis,  cirrhosis  of  the  kidney,  aortic  incompetence,  etc.,  that  when 
the  process  of  destruction  lias  advanced  to  a certain  degree — which  Ave 
can,  as  it  were,  measure  and  ascertain  by  careful  clinical  investigation 
— tliat  recovery  is  no  longer  possible. 

In  many  acute  affections  it  is,  in  fact,  literally  true  tliat  ‘ while 
there  is  life  there  is  hope.’  In  such  case.s,  unless  the  patient  is  actually 
in  artic^do,  the  most  able  and  experienced  physician  is  not  justified  in 
saying  that  the  patient  can  not  get  better;  all  he  is  justified  in  saying 
is,  that  the  condition  is  so  grave  that  in  his  o])inion  the  patient -mY/  not 
recover ; in  other  words,  that  in  his  opinion  the  chances  are  strongly 
against  recovery;  he  is  not  justified  in  excluding  the  pos.sibility  of 
recovery  altogether.  It  must  of  course  be  understood  that  these  state- 
ments apply  to  those  cases  in  which  the  patient  has  been  jireviously 
healthy — more  especially  to  children  and  robust  adults,  whose  vital 
and  recuperative  powers  are  still  in  full  activity. 

Now  just  as  a favourable  opinion  produces  in  many  cases  a most 
beneficial  tonic  and  restorative  effect,  so  the  effect  of  an  unfavourable 
opinion  is,  in  others,  most  deleterious  and  depressing.  And  since  it  is 
the  duty  of  the  physician  to  do  everything  in  his  power  to  prolong 
life,  and  since,  in  some  cases  of  acute  disease  it  is  impossible,  hoAvever 
severe  and  apparently  hopeless  the  condition  may  appear,  to  absolutely 
exclude  the  possibility  of  recovery,  I hold  that  it  is  the  bounden  duty 
of  the  physician  to  administer  the  mental  restorative  of  a fovourable 
opinion,  even  when  he  is  convinced  in  his  own  mind  that  the  cliances 
are  strongly  against  recovery— just  as  it  is  his  duty  to  administer 
alcoholic  stimulants  or  any  other  remedies. 

I repeat  that  in  some  ca-ses  of  acute  disease  where  life  is  hangim’' 
in  the  balance,  the  effect  wliich  the  opinion  of  the  pliysician  produces 
on  tlie  mind  of  the  patient,  is  of  itself  sufficient  to  turn  the  scale,  and 
to  determine  whether  death  or  recovery  shall  take  place.  Further,  I 
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say  that  so  long  as  the  patient  is  not  actually  in  articulo,  it  is  iinpos- 
sihle,  in  cases  of  this  description,  to  he  ahsolutely  certain  that  recovery 
cannot  take  place.  Under  such  circumstances  I consider  it  my  duty 
to  buoy  up  the  hopes  of  the  patient ; and  I will  not  take  upon  myself 
the  responsibility  of  diminishing  the  chances  of  recovery  hy  depressing 
him  with  an  unfavouraljle  opinion  even  when  I am  convinced  in  my 
own  mind  that  the  chances  of  recovery  are  exceedingly,  small. 

But  you  may  perlmps  ask,  Wlien  a patient  is  dangerously  ill,  and 
prohahly  about  to  die,  is  it  not  right,  even  at  tlie  risk  of  depressing 
him,  and  it  may  even  he,  in  some  cases,  of  seriously  diminishing  his 
chances  of  recovery,  to  tell  him  plainly  his  danger,  in  order  that  he 
may  make  repentance  of  his  sins,  and  prepare  himself  for  a future 
state  ? That  rpiestion  is  one  which  it  would  be  out  of  place  to  discuss 
here,  even  if  1 felt  myself  fitted  to  consider  it.  But  I may  say 
that  tiie  peace  of  mind  and  traiupnllity  of  soul  rvhich  so  frequently 
result  from  the  visit  of  a clergyman  may  be,  even  from  a mere  medical 
point  of  view,  eminently  beneficial  and  helpful  to  the  patient.  Far 
then  from  discouraging,  I would — when  the  patient  desires  it,  or  when 
the  visit  of  a minister  is  likely  to  produce  rest  and  tranquillity  of  mind 
— encourage  the  visit  of  the  clergyman,  but  I would  only  do  so  with 
the  distinct  proviso  that  the  minister  of  religion  should  be  a judicious 
man,  and  that  in  his  intercourse  with  the  patient  he  sliould,  like  the 
doctor,  take  care  that  he  does  nothing  and  says  nothing  which  is  likely 
to  prejudice  the  patient’s  chance  of  recovery.  While  affording  the 
consolations  of  religion,  he,  like  the  doctor,  must  take  care  not  to 
dejiress  or  exhaust  the  patient,  and  he  must  endeavour  to  buoy  iq3  liis 
hopes  with  regard  to  recovery.  I see  no  reason  why  the  ministration 
of  the  clergyman  shoiild  be  one  whit  less  beneficial  and  effectual  in  a 
religious  point  of  view,  when  he  sustains  the  hopes  of  the  patient  and 
induces  him  to  think  that  he  will  get  better,  than  when  he  leads  him 
to  suppose  that  he  is  going  to  die. 

Then  there  is  the  question  of  making  a will,  which  every  now  and 
again  comes  up  in  cases  of  acute  illness.  A patient  who  is  seriously  ill, 
and  who  is  pressed  to  make  his  will  and  arrange  his  affairs,  may  not 
unnaturally  suppose  that  the  doctor  tliinks  he  is  going  to  die.  Now 
the  mental  depression  produced  by  such  a supposition  may,  as  I have 
so  frequently  pointed  out,  be  very  prejudicial,  and  should  therefore  be 
avoided ; still,  it  must  be  remembered,  that  the  pliysician  has  not  only 
to  consider  the  welfare  of  the  patient,  but  also  of  his  wife  and  family; 
and  it  might,  I think,  in  some  cases  be  fairly  argued,  that  wliere  the 
chances  of  recovery  seem  small,  it  is  better  to  run  the  risk  of  depressing 
the  patient,  and  of  possilfiy  prejudicing  his  chance  of  recovery — rvhich, 
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be  it  observed,  is  very  small — rather  than  to  incur  the  risk — which  is 
very  great— of  allowing  a serious  and  permanent  injury  to  be  done  to 
his  wife  and  family.  Fortunately,  however,  the  question  does  not 
require  to  be  considered  in  the  way  that  I have  stated  it ; lor  in 
urging  a patient  to  make  his  will  it  is  not  necessary  to  tell  him,  or 
even  to  lead  him,  to  suppose  that  he  is  going  to  die.  AMth  a little 
tact  and  judicious  management  the  patient  may  be  got  to  settle  his 
affairs,  while  at  the  same  time  he  is  impressed  with  the  idea  that 
he  will  recover.  It  is  of  course  necessary  to  tell  liim  that  he  is 
seriously  ill,  but  that  he  knows  already  (exceptions  to  this  state- 
ment are  every  now  and  again  met  witli).  In  advising  him  to 
make  his  will,  you  should  tell  him  that  you  do  so  in  order  to 
guard  against  accidents  and  possibilities,  and  as  a precautionary 
measure;  that  while  you  cannot,  of  course,  say  that  there  is  no 
risk  of  the  case  taking  an  unfavourable  turn,  you  have  every  hope  of 
his  recovery  ; and  that  you  do  not  in  any  way  mean  to  imply  that  you 
think  he  will  not  get  better.  When  judiciously  put  in  this  way,  the 
effect  is  often  beneficial  rather  than  prejudicial.  It  must  be  remem- 
bered that  many  men  are  very  reticent  about  their  affairs ; and  it  is 
probable  that  some  men  who  have  not  made  a will  or  otlier  necessary 
arrangements,  suffer  much  mental  anxiety  without  ex])ressing  it,  and 
without  taking  any  steps  to  have  tlieir  affairs  settled.  Now,  in  cases  of 
this  description,  the  mental  relief  which  follows  a settlement  is  emin- 
ently beneficial ; and  even  if  the  patient  is  not  feeling  any  mental 
anxiety  about  his  affairs,  or  if  he  is  so  ill  that  he  is  beyond  feeling  any 
anxiety,  the  getting  him  to  make  his  will — provided  tiiat  the  matter  is 
judiciously  gone  aljout  and  managed — need  not  produce  any  mental 
depression,  or  in  any  way  prejudice  his  chances  of  recovery. 

But  while,  in  my  opinion,  it  is  not  advisable,  as  a general  rule,  to 
communicate  an  unfavourable  opinion  to  a patient  who  is  suffering 
from  acute  disease,  the  true  state  of  matters  must  be  communicated  to 
the  patient’s  friends  and  relatives.  Here  again,  tact  and  discrimination 
on  the  part  of  the  physician  are  necessary.  It  does  not  do  to  com- 
municate an  unfavourable  opinion  to  every  body.  In  many  cases,  it  is 
advisable,  in  the  first  instance  at  all  events,  to  make  the  communica- 
tion in  a very  guarded  manner ; this  is  especially  necessary  when  the 
patient’s  friends  and  relatives  are  of  an  emotional  and  nervous  tempera- 
ment. In  all  cases,  it  is  advisable  to  insist  upon  the  necessity  of  self- 
restraint,  and  of  maintaining  a cheerful  and  hopeful  appearance  in  the 
presence  of  the  patient.  Further,  the  physician  must  remember  that  the 
friends  and  relatives  are  much  more  likely  to  over-  than  to  under-estimate 
the  gravity  of  the  case;  and  that  it  is  just  as  much  his  duty  to  relieve,  so 
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far  as  he  consistently  can,  their  mental  distress  and  anxiety  as  to  relieve 
the  sufferings  of  the  patient.  While,  then,  the  gravity  of  the  condition 
should  not  be  under-estimated  and  made  light  of,  the  physician  should 
endeavour  to  maintain  a clieerful  appearance,  and  so  long  as  there  is  a 
chance  of  recovery,  to  sustain  the  relatives  and  friends  of  the  patient 
with  the  stimulus  of  hope. 

C.  Let  me  now  pass  to  those  cases  in  which  the  disease  is  chronic 
and  in  which  the  opinion  of  the  physician  is  unfavourable.  Here  the 
opinion  ought,  I think,  as  a general  rule,  to  be  frankly  communicated 
to  the  patient.  Tact  and  discrimination  are  again  essential  in  making 
the  communication. 

In  some  cases  it  is  not  advisable  to  communicate  the  full  gravity 
of  the  condition  at  the  first  visit,  but  to  make  the  communication  by 
degrees.  It  is  only  in  those  exceptional  cases,  in  which  it  is  necessary, 
for  reasons  which  have  been  previously  stated,  to  work  on  the  fears  of 
tlie  patient,  that  the  communication  should  be  made  abruptly  and  in 
full  force.  In  dealing  with  very  nervous  persons,  it  is  occasionally, 
though  I think  rarely,  desirable  to  minimise  as  much  as  possible  the 
gravity  of  the  condition. 

The  following  case,  which  occurred  in  the  practice  of  my  father, 
illustrates  the  injury  which  may  be  done  by  injudiciously  communi- 
cating a grave  opinion  to  a person  of  a highly  nervous  and  anxious 
disposition;  it  further  shows  one  of  the  difficulties  which  meet  the 
consultant  who  sees  the  patient  for  the  first  time,  and  knows  little  or 
nothing  of  his  character  and  mental  temperament;  and  teaches  the 
importance  of  the  ordinary  medical  attendant  being  present  at  the  con- 
sultation, or  of  his  sending  a letter  to  the  consultant  with  the  patient; 
further,  it  shows  the  advisability  of  a consultant  communicating  his 
opinion,  wherever  it  is  possible  to  do  so,  through  the  ordinary  medical 
attendant  rather  than  directly  to  the  patient.  The  follovung  are  the 
particulars  of  the  case: — A gentleman  of  an  extremely  nervous  and 
anxious  disposition  had,  for  many  years,  presented  a well-marked  mitral 
murmur.  The  lesion  was  a stationary  one,  and  my  father  being  well 
acquainted  with  the  mental  constitution  of  the  patient,  had  deemed  it 
prudent  to  withold  the  information  from  him,  guarding  himself,  how- 
ever, against  accidents,  by  explaining  to  the  patient’s  brother  the  exact 
nature  of  the  case.  The  patient,  when  passing  through  Edinburgh  on 
his  way  to  tlie  Highlands — it  is  now  many  years  ago — felt  a little  out 
of  sorts.  He  consulted  a physician — now  long  dead — who  told  him 
that  he  had  heart  disease.  The  poor  man  was  thunderstruck;  he  at 
once  gave  up  his  holiday,  and  returned  home  in  a state  of  great  mental 
agitation  and  distress.  He  continued  to  pass  a miserable  existence  for 
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some  time  cafterwards;  and  my  fatlier  told  me  that  not  only  did  lie  never 
(|uite  forgive  him,  although  the  true  circumstances  of  the  case  were 
carefully  explained  to  him,  hut  that  he  never  was  so  cheerful  and  happy 
as  he  had  been  before;  in  fiict,  that  he  was  an  altered  man  for  life. 

The  reasons  why  it  is  desirable  to  communicate  frankly  and  fully, 
though  with  due  tact  and  discrimination,  an  unfavourable  opinion  to 
the  patient,  affected  with  chronic  disease,  are  as  follows : — 

In  the  first  place,  there  is  not  the  same  uncertainty  with  regard  to 
the  prognosis  as  in  cases  of  acute  disease.  We  can,  as  I have  previously 
pointed  out,  be  perfectly  certain,  in  the  advanced  stages  of  many  chronic 
affection.s — as  for  example,  phthisis  and  aortic  regurgitation — that  re- 
covery is  cpiite  impossible 

In  the  second  place,  there  is  no  object  to  be  gained,  as  there  so  often 
is  in  the  case  of  acute  disease,  in  withholding  the  true  state  of  matters 
from  the  patient.  In  persons  of  a very  anxious  and  nervous  tempera- 
ment, this  general  rule  has,  as  I have  already  pointed  out,  sometimes 
to  be  departed  from. 

In  the  third  place,  it  is  often  absolutely  essential  that  the  patient 
should  know  the  exact  nature  of  his  condition  and  the  gravity  of  the 
case,  for  otherwise  he  may  not  be  able  to  intelligently  carry  out  the 
instructions  as  to  treatment;  he  may  not  live  so  cpiietly  and  tem- 
perately ; and  he  certainly  will  not  guard  himself  so  carefully  as  he 
ought  to  do  against  conditions  which  are  likely  to  aggravate  his  com- 
plaint or  produce  complications.  The  necessity,  in  cases  of  aortic 
aneurism,  of  fully  explaining  to  the  patient  the  exact  nature  of  the 
disease,  its  risks,  and  how  they  are  to  be  guarded  against,  will  be  ap- 
parent to  every  one. 

In  the  fourth  place,  it  must  be  remembered  that  even  if  the  patient 
should  at  first  be  much  dej)ressed  by  the  unfavourable  opinion  which 
he  receives,  the  depression,  as  a rule,  soon  passes  off;  and  the  injurious 
effect  on  the  condition  of  his  tissues  is,  in  many  cases,  only  temporary; 
the  mind  becomes,  as  it  were,  accustomed  to  the  idea,  and  ceases  after 
a time  to  be  injuriously  affected  by  it.  No  better  illustration  of  this 
fact  could  be  given  than  the  case  of  a medical  man  affected  with  aortic 
regurgitation.  When  he  first  learns  the  nature  of  his  condition,  he 
may,  for  a time,  be  haunted  with  the  idea  of  sudden  death,  knowing 
that  that  accident  does  result  in  some  cases  of  aortic  incompetence ; 
after  a time,  however,  the  injurious  impression  passes  off;  the  idea 
has  perhaps  become  so  habitual,  that  it  no  longer  occupies  a prominent 
position  in  consciousness ; and  since  the  dreaded  result  does  not 
happen,  the  patient,  fortunately  for  himself,  gets  into  the  way  of 
thinking  that  it  will  never  happen. 
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In  tliose  conditions,  sncli  as  advanced  aortic  regurgitation,  in 
which  there  is  a tendency  to  sudden  death,  it  is  usually,  I think,  ad- 
visable to  place  the  danger  in  a very  guarded  manner  before  the  patient. 
On  the  one  hand,  it  should  be  remembered  that  sensible  and  intelligent 
people  will  avoid  over  exertion  and  other  conditions  likely  to  induce 
syncope,  cpiite  as  strenuously  if  they  are  told  that  such  conditions  are 
likely  to  produce  serious  aggravation  of  the  cardiac  mischief,  as  if  they 
are  told  that  sudden  death  may  result  therefrom ; while,  on  the  other, 
the  knowledge  that  there  is  at  any  moment  a liability  to  sudden  death 
does,  without  doubt,  injuriously  affect  some  persons. 
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intermittent,  76 

moderate,  72 

remittent,  76 
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Heat-loss,  57 

Heat-regulation,  by  loss,  58 

by  production,  60 

Heat-production,  57 
Hemiplegia,  temperature  in,  116 
Hereditary  diseases,  39 
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of  present  illness,  34 

of  past  condition,  38 

Hutchinson,  Mr  Jonathan,  45,  46,  47,  48 
Hydatid  tumour,  case  of,  13 
Hyperpyrexia,  72,  80,  lOO 
Hysterical  pyrexia,  99,  100 
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Inanition,  temperature  in,  ill 
Information,  difficulty  of  obtaining,  21 
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Injury  as  cause  of  disease,  37 
Insanity,  temperature  in,  112 
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tion, 13 1 

original  obser- 
vation, 135 

method  of  conducting, 

121. 

Ovarian  tumour,  simulated  by  hydatid  cyst,  13 
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